Report No. 15753-IN 


India 


New Directions in Heaich 


sector Development 
at the State Level: 


An Operational Perspective: 


February 11, 1997 


Population and Human Resources Division 
outh Asia Country Department II 
Bhutan, India, Nepal) 


~ . 
Donated by Dr. C M Francis in Feb. 2010 
Report No. 15753-IN , 


India 


New Directions in Health Rito, Development 
at the State Level: An Ope'ational > €rspective 


February 11, 1997 


Population and a Resources Division 
South Asia Countr ee tI 
(Bhutan, India, Ne 


Document of the World Bank 


re ee 


~) peneeeny atet eens ee Se 
“atte aa; oy 
r - ¢ 
a Se i $ 


CURRENCY 


Rs/ USS 
Currency Official Unified Market" 
Prior to June 1966 4.76 
June 6, 1966 to mid-December 1971 7.50 
Mid-December 1971 to end-June 1972 7.28 
1971-72 7.44 
1972-73 7.71 
1973-74 7.79 
1974-75 7.98 
1975-76 8.65 
1976-77 8.94 
1977-78 8.56 
1978-79 8.21 
1979-80 8.08 
1930-81 7.89 
1981-82 8.93 
1982-83 9.63 
1983-84 10.31 
1984-35 11.89 
1925-26 12.24 
1986-87 12.79 
1987-38 12.97 
t 1988-39 . 14.48 
1989-90 16.66 
1990-91 17.95 
1991-92 24.52 
ee 26.41 30.65 
1993-94 31.36 
1994-95 31.40 
Se 33.46 
a = bees 34.24 
a ee 34.99 
ae me 34.99 
ots att Ke joys 5 
Se oe 35.69 
= ce 35.73 
Oct 1996 35.64 
whe ee aoe) ae : 
Dec 1996 35.84 
Note: 


The Indian fiseal year -uns from April 1 through March 31. 


Source: IMF, International Finance Statistics (IT'S), line "rf"; Reserve Bank of India 
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bs dual exchange rate system was created in March 1992, with a free market for about 60 o a ng 
eS aie matt teeta : ae cen per 9 . I 
ransactions. The exchange rate was reunified at the beginaing of March 1393 at the free tn aa Ws 
13 v market rate. 
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INDIA: ECONOMIC DEVELOPMENT DATA 


GNP Per Capita (USS, 1994-95); 3198 


© > ss Domestic Product (1994-95) 


Annua 


| Growth Rate (% p.a., constant rices) 


% of 70-71- 75-76-80. ] - 85-86- 92.93. 93-94. 
US$ Bin GDP 75-76 80-8] 85-86 90-9] 93-94 94-95 
GDP at Factor Cost 272.0 90.3 3.4 4.2 4 5.9 5.0 6.3 
GDP at Market Prices 301.2 100.0 3.3 4.2 5.6 6.2 3.9 6.3 
Gross Domestic Investinent 69.7 23.2 5.3 3.7 5.7 95 -5.8 19.3 
Gross National Saving 67.0 22.3 4.4 2.6 3.5 8.7 D4 172 
Current Account Balance -2.7 -0.9 = — = fe a ul 
Output, Employment and Productivity (1990-91) 
Value Added ____Labor Force ¥ VAS per Worker 
USS Bln. %ofTot Mill. % of Tot. US$ % of As. 
Agficulture 82.5 31.0 186.2 66.8 443 464 
Industry 78.0 29:3 OES 123 2195 230.0 
Services 105.7 39.7 572 20:5 1849 937 
Total/ Average 266.2 100.0 278.9 100.0 954 isa 


Government Finance 


General Government ° 
————— eee =e 


Central Government 


Rs. Bln. % of GDP Rs. Bln. % of GDP 
1994-95 1994-95 90-91-94-95 1994-95 1994-95 90-91-94-95 
Revenue Receipts 1809.0 19.1 | 6B) 910.8 9.6 10.1 
Revenue Expenditures 2219.0 235 23.5 12214 12.9 13.3 
Revenue Surplus/ Deficit (-) 409.9 -4.3 -4.0 -310.3 -3.3 -3.2 
Capital Expenditures 4 337.9 3.6 43 266.8 2.8 3.5 
External Assistance (net) ° 51.5 0.5 Cas: Sia 0.5 0.7 
Money, Credit, and Prices 
89-90) 90-91] 9}-92 92-93 93-94 94-95 95-96p 


(Rs. billion outstanding. end of period) 


Money and Quasi Moncey 2509.5 Z6Seme  ST105 3668-5 4344.1 $308.0 6005.0 
Bank Credit to Government (net) EI7LS = 140098 15826" “17674 2039.2 22343 2626.7 
Bank Credit to Commercial Sector PTO TA esso:9 D530 e 2377.7 2896.6 3386.4 


(percentage or index numbers 


Money and Quasi Money as % of GDP 50.6 49.6 51.4 52.0 54.2 56.1 55.4 
Wholesale Price Index (1981-82 = 100) 165.7 182.7 207.8 228.7 247.8 “Fag 295.8 
Annual Percentage Changes in: E | 

Wholesale Price Index 7.4 10.3 3.7 i g 10.9 > be 
Bank Credit to Government (nct) 20.3 Py a 4 15.7 9.1 18.] 
Bank Credit to Commercial Sector 14.4 6 9.4 l 8.0 21.8 6.9 


a. The per capita GNP estimate is at market prices, using World Bank Ailas methodology. Other conversions to dollars in this 
table are at the prevailing average exchanye rate for the period covered. 

. Total Labor Force from 1991 Census. Excludes data for Assan and Jummu & Kashmi; 

. Transfers between Centre and States have been netted out. 

. All loans and advances to third pustics have been neticd out 
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- As recorded in the government budge 


Balance of Payments (US$ Millions) 


eer 
1993-94 1994-95 }99§8-96p 


Exports of Goods & NFS 27,947 32,760 sain 
Merchandise, fod 23.683 .. 26,857 32,789 
Imports of Goods & NFS 29.798 38,150 48,536 
Merchandise, cif 25,069 31,840 41,58 
a 
of which Crude Petroleum 3,468 3,428 3,672 
of which Petroleum Products 2,285 2,500 =a 
Trade Balance 2.386 4,983 -8,793 
Non Factor Service (net) , 535 407 -61 
Resource Balance sp-85)" “35.390 “8,854 . 
Net factor Income’ -3.929 4,119 4,455 
Net Transfers” 3°325°- 6.200 7,478 
Balance on Current Account -1,955 Ve Ly mee a 
Foreign Investment 4,235 4,895 4,347 


Official Grants and Aid 368 472 335 


Merchandise Exports (Average 1990-9 1-1995-96) 
39 682 


US$ Mil % of Tot. 


Tea 404 1.8 
Iron Ore 487 a 
Chemicals 1,824 
Leather & Leather procucts 1,439 6.4 
Textiles 2,698 12.0 
Gannenis 291 124 
Gems and Jewelry 3-153 16.7 
Engineering Goods 2,754 122° 
Others 6,415 28.5 
Total ‘ 22,506 100.0 
External Debt, March 31, 1996 
SN 
US$ Mill. 
Public & Publicly Guaranteed 79,655 
Net Medium & Long Term Capital 3,280 1,124 1,124 — Private Non-Guarantecd 6,618 
Gross Disbursements Hiecl¥L 5.953 5,953 
Principal Repayments 4,027 4,829 4,829 
Other Capital Flows* 1,670 2-993--)--3- 1.80 
Non-Resident Deposits 940 847 1,365 
Net Transactions with IMF 190....-lo74e—— 17:19 
Overali Balance 8,538 6,857  -1,840 
Change in Net Reserves -8,537  -6,858 2,005 
Gross Reserves (end of year)" 15,476 21,160 17,436 


Total (Including IMF and Short Term) 93,697 


Debt Service Ratio for 1995-96 


% curr receipts 
Public & Publicly Guaranteed 20.9 
Private Non-Guarantced 1.4 
Total (including IMF and Short Term) v0 


IBRD/ IDA Lending, March 31, 1996 (USS Mill) 


Rate of Exchange 


End-March 1996° USS 1.00 = Rs. 34.45 


IBRD IDA 

Outstanding and Jishursed 9,849 17,499 
Undisbursed 4,122 4,583 
Outstanding incl. Undisb. 13,971 22,082 


SS a an a eee ee 
- Not available. 


and major receipts is interest carned cn foreign assets. 
grants, and non-resident deposits which are shown separately. 


. Excluding gold. 
. The exchange rate was reunified at the market rate in March 1993. 
- Total exports (commerce); net of crude petroleum exports. 


» 2 a a 


. Figures given cover all investment income (net). Major payments are intercst on foreign loans and charges paid to IMF, 
. Figures given include workers’ remittances but exclude official grant assistance which is included within 


. Includes short-term net capitai inflow, changes in reserve valuation and other items. 


official loans and 


India | 


0 aaEEReS: (Oconee 


Latest slngla year 


Uailt of 
Indicator 1970.75 1280-35 


Priority Poverty Indicators 
POVERTY 


Most Sexe rg loa/Licoasa group 
MIcant 

s3lineaty Soizth Low- 

1980.94 Asta income 


Upper poverty line local curr, 

Headcount index % of pop. 
Lower poverty line local curr, 

Headcount index % of pop. Ms a Fe zl - es 
GNP per capita US$ 180 280 310 320 390 1,670 
SHORT TERM INCOME INDICATORS 
Unskilled urban wages local curr. 

Unakilled rural wages 2 i : 
Rural terms of trade ' 84 94 
Consumer price index 1987=100 45 85 149 

Lower income . ‘ 

Food* . 27 A + 
Urban 2 é 83 176 
Rural e si “4 

SOCIAL INDICATORS 

Public expenditure on basic social services % of GDP 

Gross enrollment ratios 

Primary % school age pop. 79 96 162 98 105 104 

Male i S4 110 113 110 112 105 

Female ~ ¥ 62 80 91 § 98 101 
Mortality 

Infant mortality per thou. live births 132 103 70 73 58 36 

Under 5 mortality a Ef 106 101 47 
Immunization 

Measles % age group - 85.38 84.2 86.2 77.4 

DPT . 41.0 90.2 88.6 89.1 82.0 
Child malnutrition (under-$) 2 63.0 61.5 38.2 
Life expectancy 

Total years $9 a €2 61 63 67 

Femsle advantage 4 -1.9 L.4 ied 12 2.4 6.4 
Total fertility raiz Cirths per woman 3.0 4.8 SS 3.6 3.3 2.7 
Maternal mortality rate per 100,000 live births ye 460 437 

Supplementary Poverty Indicatore 
Expenditures on social security % of total gov't exp. 
Social zecurity coverage % econ. active pop. % es 
Access to safe water: total % of pop. 31.0 56.3 
Urban : 80.0 76.0 : 
Rural . 12.0 50.0 6 
Access to health care : : 75.0 


Population growth rate 


GN? per capita prowth rate | 
(average annual, percent) 


ior (average annual, percent) | 


1970-75 1980-85 1989-94 
C)} India - 


— Low-income 


1970-75 ~~ 1980-85 1989-94 


a. See the technical notes, p.387. b. The development dizmond, based on four key indicatore, zhows 
compared with its incomes group. See the introduction. 


Ud av 


crage level of development in the country 


- 


; b 
Development diamond 


Life expectancy 


ACCSI3 tO safe waler 


comms [dia 


— Low-income 


Gress 
primary 
enrol] ment 


MUMAN RESOURCE 


Population (mre=19™4) 

Age dependency mio 

Urban 

Population growth rats 
Urban . 

Labor force 

Agriculture 

Industry 

Female 

Labor participation r=tc3 
Total 
Female 


NATURAL RESOURCES 

Area 

Density 

Agncultural land 

Change in agricultural land 
Agricultural land urces irrigation 
Forests and woodland 
Deforestation (net) 


INCOME 

Howsehold income 
Share of top 20% of households 
Share of bottom 40% of houzchel¢s 
Share of bottom 20% of heusehe!cs 


Staples 
hicat, fish, milk, cheese, 6353 
Cereal imports 
Food aid in cereals 
Food production per capita 
Fertilizer consumpicn 
Share of agriculrurs in GDP 
Hiouziag 
Averege household :ize 
Uroan 
Fixed investment: housing 
Fuel and power 
Energy consumption per capita 
Houscholds with electricity 
Urban 
Rural 
Transport and ccmrazaleaticn 
Fixed investment: ransport equipment 
Total road length 


poeecs 


INVESTMENT IN HUMAN CATTTAL 


Baalth 

Population per physician 
Population per nurse 

Population per hespital bed 

Oral rehydyration therapy (ander-3) 
Edacatioa 

Gross enrollment ratios 


Female 
Pupil-teacher ratio: primary 
Pupil-teacher ratio: zecond=r 
Pupils recching orice 4 
Repeater m 
Illiteracy 
Femalo 


rate: a-—ar 


Novepaner rculation 
ne a a a 


World Ban 


mew ie 


[nadia 


Unit of 
measur 


thousands 
raulo 

% of pop. 

annual % 


thousands 
% of labor force 


% of pop. 


thou. sq. km 
pop. per 3q. km 
% of land area 
annual % 
% 
thou. sq. km 
% change, 1980-% 


% of income 
. 


% of GDP 


thou. metric tonnes 


1987 = 1C¢0 
ko/ha 
fof GLP 
% of GDP 


seroma per household 


% of GDP 
% of GDP 
kg of oil equiv. 


&% of houscholds 
% of GDP 
n 
thou. lon 


persons 


% of cares 


Gy 


of tchool 5 839 pop. 


Resourees and 


1970-75 1980-85 
Expenditures 
613,459 765,147 
0.77 0.72 
21.3 24.3 
2.3 2.0 
Wy 3.0 
260,515 329,608 
70 67 
13 14 
3 32 
42 43 
13 14 
3,287.59 3,287.59 
186.60 232.74 
60.33 60.86 
0.47 -0.07 
18.65 23.09 
551.19 
49 41 
16 7} 
§ 
43.5 35.3 
20.6 12.4 
6.5 7.4 
7,9 205 
1,£32 304 
94 i 
19.3 47.0 
36. 29.5 
4.4 71 
S¥2 5.6 
4.2 5.5 
23 2.8 
2.4 2.3 
124 170 
AT 5.1 
1.4 2.3 
1373 1,546 
4,500 2,522 
3,710 1,701 
1,700 1,300 
26 37 
16 26 
42 58 
21 21 
31 5 
i7 é 
56 85 
: 71 
15 26 


Most 
recant 
estimate 
1989-94 


394,330 
64 
16 
32 


43 
14 


3,287.59 
273.21 
60.89 
0.05 
25.96 
517.29 
0.63 


243 


2,962 


te OS ce een see: 


0.71 


5,133.49 
233.41 
$9.11 
40.02 
29.63 
658.32 


6211 
1624 
113 


69.7 
IS 6 


219 


1,675 
37 


1,590,533 
67 


14 
39 


373 


1,034 


1,602 
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INDIA 
NEW DIRECTIONS IN HEALTH SECTOR DEVELOPMENT AT TH 
AN OPERATIONAL PERSPECTIVE 


EXECUTIVE SUMMARY 


.% SECTORAL BACKGROUND 


| 
1 


l. During the past quarter of a century, India has made substantial progress in improving the 
health status of its population. Between 1970 and 1993, life expectancy at birth Increased from 50 to 
61 years and infant mortality decreased from 137 to 74 per 1,000 live births. India’s health policy 
during this period has been based on the assumption that primary health care is a basic right to which 
people should not be denied access due to inability to pay or for other socio-economic reasons. 
Nationwide population-size based norms have determined the establishment of health facilities 
throughout the country. The National Health Policy (NHP, 1933) expanded this approach by 
specifying targets for fertility reduction and emphasized the reduction of preventable mortality and 
morbidity affecting mothers and young children. Greater improvements in health status could have 
been achieved if these pnonties had been funded in accordance with the stated policy. However, 
public investments in health care have only partially reflected the priorities highlighted in the 
Government’s policy. At the same time, private health service 


S have been inaccessible to the poorest 
and most vulnerable sections of the population and do not address public health issues of national 


significance. As a result, substantial gaps remain in the effective delivery and quality of health 
Services. 


2. The health sector in India, in this period, has been characterized by: 


e A government sector that provides publicly financed and managed health services 
throughout the country, from primary health centers to hospitals, where free curative and 
preventive health services are made available io a large section of the pépulation. 
Government-provided services are the dominant source of preventive care, such as 
immunization, ante-natal care, infectious disease control and hospital-based care, and 
account for about 22% of overall health spending and 1.3°%4 of GDP. z. 

e A private sector comprising mainly of for-profit, fee-for-service practitioners, which plays a 
dominant role in the provision of individual curative care through ambulatory health 
services, and accounts for about 78% of overall health expenditures and 4.7% of GDP. 
Private health spending as a sliare of national income in India is amongst the highest for 
developing countries. Per capita expenditure is higher than in China, Indonesia and most 
Afnrican countries but lower than in Thailand and Malaysia. 


3, Nationwide health care utilization rates show that private health services are directed mainly at 
primary health care, and are financed almost entircly from out-of-pocket sources. This is in contrast to 
the situation in many industrialized countries, where private health services are directed mainly at 
hospitalization, secondary and tertiary health care, little of which is financed directly by households. 
The reliance on such a high proportion of funds from out-of-pocket sources in India has nlaced a 
disproportionate burden on the poor. 
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Cc SCOPE AND PURPOSE OF THE REPORT 
5 This report accordingly focuses on ‘the state level in the financing, provision and 


implementation of health care services. It is a follow-up to the carlier sector report: “India: Policy and 


Finance Strategies for Strengthening Primary Health Care Services”, Report No. 13042-IN, May 
1995. The report draws upon analyses of: 


° the evolvimg burden-of-disease and epidemiology, and the major challenges that will arise 
from an epidemiological transition; 
rationalization of service for the various tiers of the public health tem; 

@ rationalization of service norms for the va ers Of tie public health care system; 

2 public/private partnerships in the provision and financing of health care: ‘ 

> center-siate health financing issues; 

9 


adequacy of finance and finance strategies; 


2 the cost-effectiveness of selected health interventions: and 


Institutional and management issues related 


aicvu tl 


0 cecentralized initiatives at the state level. 


It also draws upon previous analyses of shifts in technical paradigms, incentives for the workforce and 
some aspects of the management of health care in the public sector, b 
these issues. 
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. t 22k to enhance the performance of their 
health care services, Improve the health status of the populaticn and the quality of people’s lives. The 


performance of heaith services would be measured against: 


® greater effectiveness and improved outcomes of exi 
* improved efficiency in the allocation of resources; 

® greater access and equity; and 

* consumer satisfaction. 


sting programs; 


D. CHALLENGES AND OPPORTUNITIES AT THE STATE LEVEL 
7. States in India are beginning to address health care delivery issues i 
Nevertheless, state governments have to trigger greater change 
institutional Strengthening. The major challenges faced by the 
care services and enhancing the performance of the delive 


nN more efficient ways. 
with respect to key policy reform and 


States in delivering a package of health 
ry System are summarized below: 


8. Key Aspects of the Health Care Strategy. Three main issues with regard to the existing health 
Care strategy at the state level need to be addressed. First, the govem 
anchored on population-size based norms rather than the specific heal 
Different needs result from variations in disease pattern, and the extent of private and non-government 
(NGO) sector involvement in health Care provision at the community level. For example, at present, in 
the four states included in this review, communicable diseases account for about 53% of the burden of 
disease, non-communicable diseases about 30%, and injuries and accidents about 17%. “There is, 
however, some difference between the States, indicating that a health transition is underway, with an 
increasing incidence of non-communicable diseases, and injuries and accidents. ‘This transition 1s 
expected to gain momentum resulting in a considerable change in the disease pattern over the next 10 
to 20 years, Moreover, epidemiological indicators in all states today show that the disease pattern 
varies from community to community, and between rural and urban areas within states. Studies and 
data also show that the chaning nature of the burden of disease, the role of other providers, the needs 
of the consumers and societal dynamics at the block, district, state and regional levels necessitate a 
change in health care planning strategy to address present and future needs. 


ment’s health care strategy is 
th needs at the community level. 


9. Second, the technical efficiency of key programs is seriously limited, as service functions are 
duplicated, and technical paradigms have becorne out-of-date. The mechanism for delivering public 
health services faces serious problems, including overlapping functions and duplication among the 
various tiers of the health care system. Lower tier institutions such as primary health centers are 


It is expected that in the year 2020, the burden of non-conimunicable discase will increase to 57% of the total, 
and injuries to 19%, while the burden of communicable discase wi!l decrease to 2 % (based on data from 
Murray and Lopez, 1996). 
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Service norms are not rationalized, and 

at facilities of various sizes do not fit current needs. Technical 
| are ouidates. Changes are taking place in programs 
such 2s leprosy elimination, where paradigms are being updated by shifting to a multi-drug therapy and 
disability care approach; similar ‘nmovations are needed in other programs. Unless these factors 


eens technical efficiency are simultancously improv! ed, edditi onal resources would continue to be 


inefficiently used. 
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paradiems in many national and other programs 


10. Third, workforce ei have not been addresse= adequately. Incentives for staff are 
insufficient, and in-service training 1s limited. Overall, there is no shortage of doctors in the country 
but there is a shortage in euiets and rural areas. There is a shortage of nurses nationwide. There are 
few incentives to encourage doctors in the public sector to rec:2in in their rural posts. Problems related 
to the quality and availability of medical staff impede the technical efficiency of health programs and 
productivity is low. Professional staff are not up-lo- date in clinical and management skills, training 
facilities are limited and there is little in-service training. A recent study by the All India Institute of 


~ 


Medical Sciences (AIMS) confirms that the quality of basic medical education has deteriorated. 
LL thtic-Privete Partxership. The role of the private sector in the overall health strategy ts not 
clearly pic although it is responsible for abou { three-quarters of all health expenditures. The vital 
role of the private sector in the a of selected aspects of health services, the opportunities for § 
ereater involvement and the implications for the public sector have not been fully recognized in policy- 
ae ing. The main Slene with ae to public-private roles include: (a) enhancing the scope and 
importance of the private health sector, whiie improving t sits quality of its services, (6) encouraging 
private sector involvement in preventive and promotive aspects of health care rather than solely in 
individual curative care; (c) finding the appropriate mix between direct provision versus financing of 
ealth care by the public sector; (d) promoting parimersnip Oetween the public, private, and voluntary 
sectors; and (e) improving the existing arrangement for regulating health care. 
Fz. Complexity of Budgeting and Accouzting Siriuctt:res. The existing fiscal and administrative 
structures for fiveric health care services, comprising of complex plan/non-plan budget categories 
Sin I ar fi ; : . 
rae: aes. See see ai oe affect the implementation of health” 
g an a for project management and program 


budgeting; and delivery of esse fe itl . 
g andd ry of essential inpuis for health programs. In addition, they do little to address 
inter-state inequities in nealih expenditures. y 
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government’s objective of funding 
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within the health sector in most S 
tertiary care services relative to nee 
community hospitals. Third, much of 
for operations and maintenance is chronically under-funded and the pro QT 


a basic package of health services. . ubstantially more resources for 
verall state finances noted above °YSe a serious problem. Second, 
tates, resource allocation in the pu lic sector 1s skewed in favor of 
ds at the primary and second:ry levels, particularly rural and 
the resources are absorbed by salary costs. The recurrent budget 


ams are not fully effective, 


14. Alternative Methods of Health Care Financing. The resource constraints faced in the health 
sector will require alternative methods of health care financing to supplement budgetary allocations. 
Alternative methods of financing health care, such as cost recovery, social and private insurance, and 
Participatory schemes, are limited. Reported revenue data indicate that cost recovery in the health 
sector is about 3% on average in India, although there are problems in estimating the level. Some of 
the problems faced with cost recovery include: (a) lack of an appropriate mechanism within the 
government to review user charges; (b) weak administrative mechanism for collecting user fees; (c) 
difficulty in targeting the poor for exemption from user fees: and (d) constraints to greater retention of 


funds generated through user charges at the point of collection. Base on Intemational experience it 
should be noted, however, that a cost recovery rate of 15-20% in the health sector is ebout the most 


that can be expected in the public sector. In the long run, issues such as private insurance and 
managed health care will need to be addressed, as the industrial and urban sectors in India expand, and 
cost containment becomes increasingly important. | 


15. Analytical Capacity for Health Care Planning. Despite 
availability, quality and use of information on health financing at the national or state levels, the 
capacity to undertake analytical work for health planning and policy 


analysis remains limited within the 
central and state governments. For an example of what Is possible, recent analytical work undertaken 


by the Administrative Staff College of India on the burden of disease and cost-effectiveness of health 
interventions has provided valuable input for health planning in Andhra Pradesh. 


progress in recent years in the 


16. Health Care Management and Administration. The health care management system at the 
State level is weak. Some of the problems include: (a) effective overall management in the 
implementation of health programs; (0) overlapping functions of the different tiers of the health care 
System and lack of coordination and integration between them: and (c) the lack of involvement of 
community level organizations in revenue collection, planning and budgeting. 

a7. In the context of increasing decentralization of health care administration, 
governments need to build the management capacity in panchayat! raj institutions (PRIs), one of the 
mechanisms for decentralized administration at the state level. The existing decentralized 
administration for health care suffers from inadequate coordination between different tiers of the PRIs, 
between the PRIs and technical departments, and between state Icvel coordinating agencies. 
Furthermore, the PRI’s limited capacities do not allow for effective health care planning and 
implementation, particularly with regard to resource allocation and revenue collection, planning, policy 
making and supervision. The inter-tier and inter-agency coordination of decentralized administrative 
Structures needs to be improved, and the capacity of the PRIs needs io be enhanced to Support health 
functions. 
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recommendations: 
1. Reorjent the Health Care Strategy (Chapter 3) 


1y. Integrate the Popiitution-Size Based Approach with a Need Based Approach. To enhance 
the effectiveness and efficiency of health care programs, stats should integrate the current population 
size based approach with one that would address the health care needs of the states based on the 
Gisease pattern, and the extent of private and NGO sector involvement in health care delivery at the 
community level. The development of health care strategy at the state level should involve loca 
administration in the planning process to reflect the needs at the community level. The states should 
provide greater input in health policy making at the national level as well. ? 
20. States should develop the essential components of 2 health care system to provide a basic 
package of services to address the major health problems and the transition in disease patte 
underway. The development of this package of services would take into account state level variatio 
in the disease pattern, public expenditure considerations, the extent to which the private sector 1 
providing some of these services, the extent to which poverty alleviation ts part of the government 
strategy in the health sector, the cost-effectiveness of health interventions, and programs that have larg 
cositive externalities. The package of services would consist of: communicable disease prevention 2 
treatment: limited clinical services, essential and emergency obstetric and pediatric care within eas 
access of people living in rural areas; capacity building for prevention and health promotion progra 

to cope with nontcommunicable diseases and their risk reduction; prevention and treatment of injune 
and limited treatment of non-communicable diseases which is cost-effective, such as catara¢ 
operations and basic medical treatment of heart attack, stroke and pain relief. , : 


21. Rationalize Service Norms and Update Technical Paradigms. Service norms at differer 
level health facilities should be rationalized on the basis of demand for service d a t “i | 
address problems of duplication in service delivery and lack of derathee. “AME fe a 5 | 
substantial cost savings would be gained if an effective referral system was d ' ee gee cdl 
could be provided at the lower levels of the health care system before patients’ are a ae 
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categories should be strengthened. States 


i eens. otaies Should consider alterna © means of engaging key technica! 

On contractual arrangements. Lessons could be learned irom the experience of some state 

governments that are successfully utilizing staff through contractual arrangements in the 
| 


implementation of some national disease control and other programs. 


I. Coordinate Public and Private Sectors Roles (Chapter 4) 

23. rhe overall stratepy lor the health sector should take into account the existing levels of private 
finance and provision of services at the state level. State governments should play an active role in 
ereating an enabling environment for greater private sector participation in the health sector and 
fostering public-private partnership, while ensuring that the quality of care in both the private and the 
public sectors improves. There are several options for the government to ensure that the private health 


sector continues to play a vital role in the health sector and expand the scope of its activities. These are 
discussed below: 


24. Increase Private Participation. To make more efficient use of total resources available in the 
health sector, state governments need to evaluate alternatives related to direct provision of services 
versus public financing of some activities performed in the priv 
Should facilitate the further expansion of the private sector in areas where it has a comparative 
advantage such as tertiary level health care, super-specialty and support services. Second, state 
governments should encourage the private sector to adopt appropriate therapeutic norms and regimens 
recommended by the national programs. Third, state govemments should promote private sector 
participation in preventive and promotive care services by providing incentives and developing 
schemes to finance, train and integrate private providers in case-finding, diagnostics, and treatment for 
priority health problems that are of public health significance. 


ate sector. Jirst, state governments 


2. Increase Opportunities for Contracting Out. There are no legal barriers inhibiting the use of 
contractual services for support’ functions, and the Contract Labor Reguiation and Abolition Act 
(1970), which prohibits certain institutions from contracting out perennial services, exempts hospitals 
and health care facilities. Private contractual services are often more efficient and effective than 
directly hired labor. In view of the difficulties of employing government staff, such as slow recruitment 
Procedures and poor attendance, contracting out certain services, especially support services, is an 
atracnve alternative. The state governments should, wherever economically attractive, contract out 
Support services such as laundry, kitchen, landscaping, dietary services, sanitation, security and 
mainstream diagnostic and clinical services. In addition to economic considerations, state povernments 
should ensure that the quality of services is maintained. ‘This will require improved management skills. 
Administrative procedures and puidelines, and adequate accountability functions should be in place to 
facilitate the contracting out of services. 


26. Strengthen Linkages between Government and Non-Governmental Organizations (NGO). 
Government is the major provider of preventive and promotive health care services, but its coverage IS 
limited. There should be a concerted effort by the states to involve credible NGOs in this area and 
Provide them with opportunities to work with PRIs. Support for NGOs should be increased in areas 
Such as social marketing of essential drugs and contracentives, and behavior changing health education 
activities. The government should actively seek the cooperation of NGOs in disseminating public 
health messages by involving them in information, education and communication (IEC) activities 
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personnel and the quality ot their services, should be strengthened. State an aries 
legislation and issue guidelines to register nursing homes, Srivate clinies/hospitals an o pe 
standards of care. Some of these functions could be undestaken collabcratively by the centr and stati 
governments, while others could be undertaken by a professional body such as the Indian Medicé 


Association in accordance with all-India standards. 
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II. Strengthen State Financing Arrangements for the Health Sector (Chapter 5) 


28. Review Fiscal Struciures and Develop Budgeting und Fiscal Tools. In order to simplify 
complex budgeting and accounting arrangements, the state governments should, through the 
Ministries of Health and Family Welfare and Finance: (a) review the fiscal structures and procedure 
in the health and family weifare sectors including the roles of the central, state and local government 
financing the provision of basic inputs, (b) develop program budgeting tools at the state and cent 
levels to monitor and evaluate expenditure for important schemes; and (c) develop fiscal tools to enat 
ereater experimentation with resource allocation and alternative financing mechanisms, at 


consideration of alternatives with regard to direct provision versus financing of health care services. 


29. Provide Supplementary Finance. The actual transfers of central resources to the states @ 
not addressing inter-state equity issues, especially for those states which are most in need. To alleviz 
the health care financing needs of poorer states, where socio-economic and health indicators remé 
depressed, supplementary financing could be provided through, for example, a health resoure 


assurance fund. Priority could be given to those states which are most in need and are taking credik 
steps to improve their overall finances. 


EY, Enhance and Prioritize State Expenditures on Health (Chapter 6) 
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30. Improve Overall State Finances, To address the overall deterioration in state finances, st 
csovernments should take credible steps h as: incre an 
g ut teps such as: increase tax revenue as a shar 
product; increase the buoyancy of tax and -tax re . sa ee 
oes se the puoyancy or tax and non-tax revenue, and reduce overall public expenditures) 
subsidies, salaries, and poorly targeted welfare pr ; / 
SESiClSS: , and p arg weliare programs. By improving th 

situation, t! ; Se fina 
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mint tre Overall Budget. State governments, on averé 


need to provide 50% mor 

need to provide 50% more resources to the nrasent co an ann as 

| ces to the present contribution of US$2-3 o 
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their basic package of health care services. Th at ae 
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specially with reear t i 
veclany with regard to the allocation of resoull 
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: between primary, secondary and tertiary leve!s. The primary and secondary levels of health care need 

additional emphasis, This could be etfected through reductions in the allocation to medical education, 
including tertiary hospitals, and social Insurance schemes such as the Employees State Insurance 
Scheme {ESIS) that are not appropriately targeted to the poor The share of primary and secondary 
levels, which provide the basic package of public health and clinical services, should be increased 
within the overall envelope of state government resources for the health sector. Over the next 3-5 
Years, state governments would need to allocate 75% of incremental resources allocated to the health 
S€ctor to the primary and secondary levels. 


25. Increase Allocations for Non-Salary Recurrent Costs The state governments should also 
re-evaluate their priorities with regard to non-salary recurrent inputs such as drugs, essential supplies 
and maintenance budgets. With some minor variation between the states. it appears that about 75% of 
the health budget is absorbed by staff salaries and wages. W : 


ithin these overall constraints, the state 
S0vernments in the next 2-3 years should allocate adequate resources for drugs, essential supplies and 
Maintenance budgets in accordance with established norms. In addition, the health budgets of the PRIs 


should be enhanced in order to allow them to Carry out their maintenance functions and newly provided 


responsibilities. 
V. Implement Cost-Recovery Mechanisms (Chapter 7) 
34. Develop an Institutional Framework for Periodic Revieyy of User Charges. The states 


should set up an institutional framework to review the stru 


ucture of user fees and pricing policy 
Deriodically, and recommend revisions as necessary. The Strategic Planning Cells established in the 
health departments in the four states studied 
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shai arrangement for this purpose. 
35. Strengthen Collection Mechanisms and Target Vulnerable Groups for Exemptions. 
Analysis shows that substantial increases in revenue can be gained by concurrently strengthening the 
mechanism for collecting user charges and periodically revising them. State governments should 
increase cost recovery in the health sector from an average of about 3% to about 15-20% in the next 3- 
5 years. In addition, adequate targeting mechanisms to identify the poor should be implemented both 
in rural and urban areas. Due to the administrative costs involved, it is preferable to strengthen the 
existing system for targeting the poor rather than create a new mechanism, 


36. Retain Revenues at the Point of Collection. Hospitals and health facilities should be allowed 
to retain all of the revenues collected. Alternatively, district health committees or health systems 
Corporations (e.g. as in Andhra Pradesh and Punjab) could be empowered on their behalf to retain such 
réverues and redistribute them among hospitals within the district according to both need and level of 
collection. 


a7, Utilize Revenue for Non-Salary Recurrent Expenses. Revenue collected should be used for 
mon-salary recurrent expenditure tems such as drugs, essential supplies and record keeping. A modest 
fee could be charged for out-patients, as is currently baing done in West Bengal and charges 
concentrated on diagnostic and other services, as well as on voluntary services such as private rooms or 
Wards and on medical services with a relatively low cost-effectiveness. Increased charges should be 
introduced in a phased manner and matched with higher quality of scrvice. 
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VI. improve the Analytical Basis for Decision-Making (Chapter 8) 
oe PAakal VLU want « ‘ 44 


, to gm Fas Mavesas. Dail vse Cost-effectiveness 
328 Use Cost-lejfectiveness and Other Analyses to injortit rOuCyIn met GES , 
J6, se ’ app { don Cen esate lic and decision-making in the health 
analysis is an important analytical tool to aid and imierm policy ¢ SI Bs 
ysis i +. enantio racnurce allocation forsprorty diseases, 
sector. The results have relevance for decisions regare-ng PESOUICe ) 


aR aE TE: arVi1 levels of health care 
development of a basic package of services, rationalization of services ze 


institutions, and for establishing a basis tor the charging of user fees. Cost-effectiveness analysis 

should not, however, be viewed as the only tooi for cecision-maxing. As stated in the World 

Development Report (1993), the most justified public measures combine a rationale for public action 

with a cost-effective intervention. There are several factors which need to be considered jointly in 

developing government resource allocation policies, including: the presence of other interventions that 

might affect costs; the possibility of eliminating a disease as a public health problem, such as leprosy; 

those diseases that have large initial costs but permanent >anefits: those interventions that have positive 

externalities beyond health such as family planning; tose interventions that have high poverty | 
reduction benefits: and the pattern of private health expenditures. 


i be Develop institutional Capacity for Health Sector Planning. States should strengthen their 
planning capacity in the healih sector to: (a) undertake analyses of their burden of disease regionally 
and at the community level; (b) review the cost-effectiveness of key health interventions; and (c) carry 
out other important analytical work, such as menpower planning. Developing local institutional 
capacity to undertake such analyses should remain an important priority. 
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Vil. Strengthen Public Sector Management of Health Care (Chapter 9) 
40. Strengthen Overall Management Authority. Management arrangements at the state level and 
below should be strengthened to ensure that health programs are implemented effectively. States 
should strengthen the implementation and supervision capacity of the implementing agency. Andhra 
Weeattaah tana TL “Se o| yl S< = ae einai Sap a na, eS a 1 ; - ; 
Pradesh and Punjab nave estacusiicu autonomous implementing agencies at the secondary level to. 
Improve management and aaiimisuauion, and provide financial and workforce related autonomy 
1 1 . . + A ] AN « ~ a on . ~ . . ] 
Although this is a the only approach to improving the implementation and supervision capacity of the’ 
states, enhanced’ management authority with regard to finance, personnel matters and effective. 
Implementation should be ensured. It is possible for the states’ Department of Health and 
FamilyWelfare (DOHFW) to perform these functi a : | 
Vv P Y UG ) L eA {1 i , + 4! , ! ‘, . 
y ( ) to peri se tunctions, Dut they should be given greater authority and’ 


flexibility with regard to finance, supervision and workforce related issues 
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contribute importantly to improving the health care syst 4 ees ea 
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given to them in the area 
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42 Increase Coordination behweon Adoninists alive Agencies. Three Important issues emerge from 
ss analysis of the Panchayat Raj Acts of different states: (a) linkages between the three tiers of ihe PRI 
heed to be strengthened to improve implementation of h 


. . : ealth programs; (b) co-ordination between PRIs and 
iné technical departments needs to be strengthened to improve implementation of health programs at the 


assroots level; and (c) coordination between PRIs and state leva] agencies needs to be strengthened by 


clency of program implementation, 


loping a viable mechanism to facilitate the effectiveness and ef 
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DISSEMINATION AND ISSUES VOR PURTHER ANA LYTICAL WORK 


43. Dissemination. This report continues the on-going dialogue on state level health sector 
uevelopment issues between the Bank, GOI and state governments Which was initiated in 1992. 


ne Green Cover version of the report was discussed with senior officials of the Union Ministry 


of Health and Family Welfare (MOHFW) and state health Officials in Goa during November 12- 


14, 1996 at the Health Strategy Workshop jointly organized by the MOHFW and the World 


ank, with follow-up discussions in Delhi soon after. The report has also benefited from 
Ollaboration and discussion with WHO, ODA and KEW. It is intended to widely disseminate the 


€port within India and among the donor community, especially those agencies that have been 


actively involved in discussions on the development of the health sector. The report will help to 
continue the series of workshop and seminars that th 


ine Bank has been jointly conducting with the 
MOHFW and will be used as an instrument to invigorate the public debate on health sector 
development and reform issues in India. 


Issues for Further Analysis. This review has covered a number of major issues with regard 
0 health sector development and institutional strengthening at the state level. There are several other 
ssues at the state level which would benefit from additional analytical work, including incentives for 
€ workforce, alternative financing options such as social and private insurance, community financing, 


d selected aspects of the efficiency and effectiveness of technica! paradigms relating to specific 
lealth programs. . 
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Table on Main Findings and Recommendations 


Issues Actions 
_—_ ee 


Key Aspects of the Health Reorient the Health Care Strategy 
Care Strategy: 


e Three main issues with regard to Integrate the Population-Siz2 Based 
the existing health care strategy Approach: States should integrate the Current population-size 
at the state level need to be ad- based approach with an approach that would address their health 
dressed: (i) inefficiencies of the care necds based on the disease pattern and the extent of private 
Population-size based approach; and NGO sector involvement in health care delivery at the com- 
(11) shortcomings in the technical munity level. The content of such a package is outlined in the re-. 


approach with a Need Based 


efficiency of key programs with port and may vary across states based on their burden of disease. 
regard to duplication of func: Rationalize Service Norms and Update Technical Paradigms: 
tions and outdated technical 


; ; aoe States should rationalize service norms; tailor yardsticks defining 

ee eh peak geen or the sanctioned staff at hospitals of different sizes to fit current 

needs based on patient load and service norms; create new para- 

: digms to strengthen the effectiveness and cificiency of programs 

and packages of service delivery; and provide incentives to make 

the referral mechanism between the different tiers of the health 
system more effective. 


Enhance Incentives for Staff and Provide In-Service Training: 
Incentives for staff should be enhanced in order to address the 
shortage of critical medical personnel, particularly doctors, in re- 
mote and rural arcas. A large pool of staff require retraining; and 


states should consider hiring key technical staff on a contractual 
basis. 


Public-Private Partnership: Coordinate Public and Private Sector Roles at the State Level 


| ¢ The health care Strategy at the | @ Increase Private Participation: State governments should: (i) fa- 


State level does not fully take cilitate the further expansion of the private sector in areas where it 
into account the vital role of the has a comparative advantage such as tertiary health care, super- 

_ private sector in the provision of specialty and support services; (ii) encourage the private sector to 

4} ~ Selected health services and has adopt appropriate therapeutic norms and regimens recommended 
not fully recognized the oppor- by the national programs; and (iii) promote private sector partici- 
tunities for greater private sector pation in preventive and promotive care services by providing in- 
involvement in policy making. centives and developing schemes to finance, train and integrate 


private providers in case-finding, diagnostics, and treatment of 
priority health problems that are of public health significance. 


e Increase Opportunities for Contracting Out: Where feasible, state 
governments should contract out support services, and diagnostic 
and ciinical services. The decision to contract-out should be based 
On economic considerations, while ensuring that the quality of 
services 1s maintained. Administrative procedures and guidelines, 
and adequate accountability functions should be in place to facili- 
tate contracting-out. 


T5s1ues 


a, 


o The states’ capacity to register, 
certify and momior private 
health care provision is weak, 


Complexity of Budgeting 
Accounting Structures, 


e The existing financing arrange- 
ments and adminisirative struc: 


tures for financing health care 


are complex and hinder effective 
management. 


Center-state health care financ- 
ing mechanisms do not adc- 
quately address inicr-state equity 
issucs. States which need funds 
the most are often Icast able to 
| provide resources for lrealth care 
programs. 
Low Level of Resources and 
Efficiency in the Wealth Sector: 


ie Health sector financing issues 

need to be reviewed in the con- 
| text of deteriorating overall fis- 
| cal situation in many states. 
| This is indicated by a rising fis- 

cal deficit, increasing interest 
| payments as a share of total 
| 


reyerucs anc an increasing 
=f Chas we wUSLALS, 
Hl Pex Of Yates qs i 
qe yr rer)i cypher? r e 
Shlain. it GSur wuts ATONE as } 
‘ Fe nF 
chara Stn} A ARtTA : 
Share Of otats LOMesite Product 


oe - 


a 
——$——— 


and | Strengthen State Financing Arrangements 
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Enhance and Prioritize State Expenditures on Health 


beoveen Government and NGO Sectors: 


. ation of NGOs 
State governmenis should actively seck ons ae al 
me a meen BY (fetal hos ncessapes, by INVOlY 
‘nn disseminatin s public health messaf, pias here fca- 
formation, education and conununicalions activities. Whe 


4 also involve NGOs in increasing access tO pri- 


sible, they shou-d . 
) : 7 [- 
mary health care and first referral serviccs in remote and rural a 


Suenathen Lineages 


nn 


ca 


Expand Canac:= to Monitor and Certify: The states’ capacity to 
register, certify and monitor private health care provision could be 
nthened and implemented by enacting legislation and issuing 


streng 
guidelines for ensuring minimum standards of care. These func- 


‘ions could be undertaken by the government and/or by a profes- 


sional body such as the Indian Medical Association in accordance 


ae 


with All-India standards. 


Review fiscal Structures and Develop Budgeting and liscal Tools: 

he Ministries of Hcalth, Family Welfare, and Finance of the cen- 
ter and state governments should: (1) carry out a substantial review 
of fiscal siructures and procedures in the health and family welfare 
sectors with regard to the roles of the center, state, and local gov 
ernment in the financing of basic inputs; (ii) develop appropniate 
budgeting tools to monitor and evaluate expenditures for important 
schemes; and (iit) develop fiscal tools to enable greater experimen: 
tation with resource allocation and alternative financing mecha 
nisms. 


Provide Supplementary l*inance: The central government could 
consider supplementary financing through, for example, a healt 
resources assurance fund, giving priority to those states which a 


most in need and are taking credible steps to improve their overa ! 
finances. i 


Improve Overall State Finances: States should take credible step 
to Increase their overall finances by: increasing tax revenue a 
snare of state domestic product: increasing the buoyancy of tax a ‘ 
sa hue; and reducing overall public expenditures on sul 
sidies, salaries and poorly targeted welfare programs. By improt 
ing their overall financial situation, the states would be bett! | 


equipped to addre 


aGaress resource needs in the health sector. 


non-tax revenu 


Issues 


* State health and family welfare 
€xpenditures are: (1) below the 
international estimates consid- 
ered adequate for low income 
countries to meet public health 
Priorities as Suggested by the 
WDR (1993): and (11) below the 
levels required to achieve the 
Service norms set by GOI. 


* Public expenditures in the health 
sector are skewed in favor of ter- 
Wary level facilitics and medical 
€ducation relative to secondary 
level hospitals, Particularly rural 
and community hospitals, 


* State level health expenditures 
On drugs, essential supplies, and 
Operations and maintenance 


services are low; the allocation 
of funds to the PRIs for health 
Care are inadequate to Carry out 
maintenance activities. 


Alternative Methods of Health 
| Care Financing: 


| © There is no appropriate institu- 
tional frame work for reviewing 
user charges; the level of cost re- 
covery is minimal-duc to the low 
Structure of fees and inadequate 
collection mechanisms: targeting 
mechanisms for exempting the 
ep0or.from user charges are diffi- 
Cult to implement; and there is 
no adequate mechanism to en- 
Sure that funds collected would 
be used at the point of collection. 
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Actions 


Increase Allocations to ealth within the Overall Budget: State 


severnments, on average, need lo provide 50% more resources to 
fund their basic health vars package. At a minimum, state govern- 
ments should maintain the share of health sector allocations in the 


Overall budgct to redress the share of declining resources to the 
sector in most states. 


Re-evaluate Priorities within the Health Budget: 
primary and secondary-level health 
package of public health and Clinic 


al services, should be increased 
within the overall Cnvclope of state B0vernment resources for the 
health sector. Over the Next 3-5 


~ yCars, Slate governments would 
necd to allocate 75% of incrementa! resources allocated to the 
health sector to the primary and secondary levels. 


The shares of 
care, which provide the basic 


Increase Allocations for Non-Salary Recurrent Costs: Within the 
NeXt 2-3 years, state hovernments should allocate adequate funds 
for drugs, essential supplics, and maintenance budgets in accor- 
dance with established norms. Supplemental funds from user 
charges could also be targeted for non-salary recurrent cost items. 
Moreover, the health budgets of the PRIs Should be enhanced in 
order to allow them to carry out their maintenance function and 
newly provided responsibilities. 


Implement Cost-Recovery Mechanisms 


Develop an Institutiona! Framework for the Periodic Review of 
User Charges: The states should sct up an ‘institutional framework 
lo review user charges such as through the Strategic Planning Cells 
established in the health sector in the four states studied. . 


Strengthen Collection Mechanisms and Target'Vulnerable Groups 
for [-xemptions: State governments should increase cost ICCOVvCcry 
in the health sector from an average of about 3% to about 15-20% 
in the next 3-5 years. This can be achieved by co 1currently 
strengthening collection mechanisms and by reviewing and peri- 
Odically revising user charges. At the same time, adequate mecha- 
nisms to target the poor for exemptions from user charges should 
be implemented. 


Retain Revenues at the Point of Collection: Hospitals, district 
committees or state health systems corporation should be allowed 


to retain 100% of the revenues collected, for redistribution to 
hospitals within the district. 


Utilize Revenue for Non-Salary Recurrent Lxpenditures:  In- 


creasca charges should be introduced in a’ phased manner and 


matched with higher quality of service. Revenue collected should 
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Analytical Capacity for 
Care Planning: 


~ center have 


e The states and the ce 
undertake | 


limited capacity 0 
analytical work for he 


VF 4 y Po 
Yot. analyses such as | 


aith care 


planning. 
the Burden of Disca 
Effectiveness analyses under- 
taken in Andhra Pradesh have 
proven to be very useful in 
helping the state with its health 


care planning. 


se and Cost- 
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Administration: 


Health 
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Management of health care at 
the top is diffuse, and tne state 
level Departmenis of Hcalth of- 
ten lack authority on matters re- 


Improve the : 


° 


lated to finance, flow of funds | 


and personnel mattes. 

{ 
The PRis’ limited icities and 
problems in coordination are ad- 
versely affecting the plannin 
process at the lower icvels of 
Panchayati Raj bodics. 
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Use Cost-lif octiveness and Other Analy: , 
ings The. burden, of disease and cost-cffectivencess analyses ¢ 
-sations should be viewed as analytical tools to broad 


Actions 


Anairtical Basis for Decision-Making 


ses to Inform Policy Ma 


health inte sil al tor : 
position policy and achieve better decision-making in the heait 
scour, 


Health Sector Planning: Stat 


Develop Ins::iutional Capacity for 
should strengthen their planning capacity in the health sector al 
provide greazer inpul in health policy making at the national lev 
States should undertake analyses of their burden of disease | 
gionally anc at the community level; review the cost-effective 
of key health interventions, and carry oul other important analy 

power planning needed to facilitate and & 


1 
eh) 


Oar 


cal work such as man 
nrove policy-making. 


sen Public Sector Management of ifcalth Care 


Strengthen Overall Management Authority: Management functi 
with regard to finance, flow of funds, personnel matters and eff 
tive impicmentation in the health sector should be strengther 
and the management authority needs to be given greater autone 
in these key arcas. The management structure could be a corpo 
entity or a sirengthened DOHFW -- both approaches are viable. 


Enhanee the Capacity of PRIs: Yn order for the PRIs to be m 
effective, more power should be given to them in the arcai 
budget allocation, resource usc, and revenue raising, plant 
policy-making, supervision, maintenance, and training. A pre 
of consultation between the DOHFW at the state level and 
needs to be initiated on these aspects, and structures and sys! 


need to be worked out to facilitate implementation? 


Increase Coordination between Administrative Agencies: 
ages between the three ticrs of the PRI need to be tance if 
der to enhance implementation of health care proprams. The . 
pe between the PRIs and the technical departments and § 
level coordinating agencies also needs to be improved 
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INTRODUCTION 


Background 


1 The Government of India (GOT) and the World Bank have been engaged in a dialogue on 
ealth sector development policy since 1992. The focus of that dialogue has been on helping India 
Gress the most burdensome diseases 


: In a cost-effective manner, while moving toward the 
blishment of health systems at the state level that are efficient and ef 


: : effective. A more sustainable 
th system at the state level will reduce the financial demands on the state in the future and address 


erty Issues in a key sector of the economy. The focus on health reform and financing at the state 


1 is consistent with the recent Country Assistance Strategy (CAS)', which reiterates the Bank’s 
rategy to make health systems more effective and sustainable in India. The first part of the strategy 
the health sector is to reduce the most significant diseases th 


nrough the support of priority programs. 
€ second is to strengthen the performance of the health System of the states by providing more 
fficient and effective health care, ¢ 


o 
specially for the poorer segments of society who have limited 
cess to basic health care services. This sector work is in | 
itiatives and the importance of focusing on state level! 


ine with the emphasis on private sector 


issues such as greater effectiveness of existing 
fograms, reform of sectoral expenditures and decentralized administration. 


Purpose and Scope of the Study 


2 The report analyzes health care Strategy and reform in the four states of Andhra Pradesh (AP), 

ataka, Punjab and West Bengal that provide valuable lessons for other states. It provides a 
Omparative review of the experience of these four states and assists in developing action plans in 
everal key areas of health reform for other states that seek to Improve the performance of health care 
ervices, the health status of the population and the quality of people’s lives. Such performance 
dicators include greater effectiveness and improved outcomes of existing programs, improved 
fficiency in the allocation of resources, greater access and equity, and consumer satisfaction. The 
view continues the on-going dialogue on state Jevel health sector development issues between the 
sank, GOI and state Governments which was initiated four years ago. The report has also benefited 
rom collaboration and discussion with WI IO, ODA and KEW. 


3 The report and related dialogue will, over the next three to five years, provide a clear 
Sessment of state level health sector strengthening and reform that needs to be undertaken to promote 

effective, efficient and sustainable health system. This report addresses systemic issues and options 
at states face for strengthening institutional capacity and implementing a program of health reform in 
elected areas. Such a program is politically possible, and operationally and administratively feasible, 

demonstrated by the four states. However, there is substantial variation between States in terms of 
e€ir commitment to undertake reform and their capacity to.implement health programs. The initiatives 
roposed in the report are incremental and modest, and will assist in developing an effective and 
ustainable health system which will carry India forward to the next century. 
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) “esent a program of institutional strengthening 
1.4 This study elaborates what states can clo to Imnp! sent a progr ) : 
: cones Patina. : 2S ihe chanaing epidemiology and burden o 
and health reform in selected areas, Grawing On analyses of the changing ¢f g 
BG NEE geen er See ae ‘ ; bas{ ts Mew aa teh great GSS Ith care center-statc health 
discase, public/private partnerships in the provision and financing OF Ne : cot 
. Cano, / ¢ w «tt ide 5 Hise SR art a Rha c e ana 71cm 
financing issues, adequacy of nance and finance strategies and institutional and mé Ug ys 
gy Issues, : a 
related to decentralized initiatives at the state tovel, It dogs not, however, analyze financing Issues 
le alice ZN LEA Rahs Y Se S \ Dicliw + ~ > : , oo ; 
as health insurance or community financing, efficiency and effectiveness analyses of technic: f 
cho we 2 bak \ , bean ty => > Fis 4 é . 
paradigm shifts relaicd to speciiic health interventions, incentives 101 the workforce or all aspects 0 
dS hada t ~ t bi ! j : ; 
management and administrative arrangements, some of which have been covered in other reports or 


need to be further addressed. 


BS Linkage with Previous Sector Work on flealth i HICHCHIL, This sector work builds upoE Ba 
earlier study “India: Policy ana Finance Strategies for Strengthening Primary Health Care Services , 
Report No. 13042-IN, May 1995. While the earlier study focused primarily on health care at the level 
of the central government, this sector work extends the discussion on the center-state relationship and 
focuses on health care reform issues at the state level. Subscquent to the earlier sector work, further 
studies, workshops and seminars on health reform at the state level were undertaken during the 
preparation of two state health systems projects and this sector work. The information garnered 
through this further work on the health sector provides some of the information and database for the 
report. A review was undertaken on public expenditures on health in the four states of Andhra 
Pradesh, Karnataka, Punjab and West Bengal, a burden of discase and cost effectiveness study was 
undertaken in Andhra Pradesh: a burden of disease study was undertaken in Karnataka, Punjab and 
West Bengal; analyses of the private sector and beneticiaries were indertaken in Andhra Pradesh, 


Karnataka, Punjab and West Bengal; and a study analyzing the decentralized panchayat administration 
system to assess their capa 


city t0 manage and supervise health programs was undertaken. Extensive 
discussions were held with centra! and state level policy makers in the health sector through workshops 


and seminars. The bioliography provides a listing of reports used as background material for this 
study. The detailed terms of reference for the study are discussed below 
C. Terms of Reference for the Study 
tiot: \ F vA chan ‘ yeaa : 
1.6 An Initiating Memoranaum (IM) was issued on July 19, 1995, with the following objectives: 
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7 : , Collaborative Werk has also been conducted with local 
, Who have provided Inputs to this report. These include the Admaunistrative Staff College of 
Economic Growth, Operations Reseq 


7 kshop jointly organized by the MOHFW 
d the World Bank. This was followed by further discussions In Delhi with senior MO!FW officials. 
€ report has also benefited from collaboration and discussion with WHO, ODA and KAW. It is 


ded to widely disseminate the report within India and among the donor community, especially 


t of the health sector in India. 


€ who have been actively involved in discussions on the developmen 


report will help to continue the series of workshop and Seminars that the Bank has been jointly 
ducting with the MOHFW. The report will be used as an instrument to mvigorate the public debate 
health sector development and reform issues in India. 


Structure of the Report 


The chapters in this report are organized as follows: 


(a) Chapter 2 provides a discussion of the challenges and opportunities in the 
at the state level in India. The key issues highlighted are: he 
epidemiology and burden of disease; public/private roles in the 
of health care: allocative efficiency of health care 
mechanisms for augmenting health care financing through user charges: cost- 
effectiveness of key health Interventions; and health care management and 


administrative issues related to Panchayati Raj institutions (PRIs) and decentralized 
administration. : 


health sector 
alth care Strategy, 
provision and financing 
resources; supplementary 


(b) Chapter 3 provides a comparative overview of the health sector in the four states 
including the sectoral background and demographic features in Andhra Pradesh, 
Karnataka, Punjab and West Bengal; the evolving burden of disease and epidemiology; 
and the changes in emphasis that will be needed to address the health transition and the 
epidemiological polarization in India Over the next twenty years. 


(c) Chapter 4 summarizes the role of the private sector in the delivery of health care 
Services at the state level, covering the availability and cost of private health Services; 
access to private health services; provision vs. financing of health services by the public 
and private sector; and public/private/voluntary sector partnerships in providing health 
services. 


(d) Chapter 5 discusses center-state financing issues: central, state and local government 
responsibilities in health finances: inter-state equity issues; government health 
expenditures in all states; patterns of health expenditures across states; and 
mechanisms of adjustment effects on center-state resource transfers 


(g) 


(h) 


Chapter 6 analyzes public sector health expenditures in the four states included in this 
. , . . p . ] A 

review: trends in state level public expenditures on health and family welfare, per 
the effects of fiscal adjustment on health budgets; the 


capita expenditures on health; 
sealth, the composition of health budgets, and 


share of budgetary resources devoted to | 
Syture trends in public sector health financing. 


Chapter 7 analyzes supplementary financing mechanisms related to user charges, 
existing practices relating to user fees in the four states, and the potential for raising 
revenues from user fees at the state level. 


Chapter & discusses the cost-effectiveness of health interventions, using the Andhra 
factiveness of Interventions study as a basis for 
drawing lessons for other states. 


“Chapter 9 discusses the opportunities to improve implementation of health care 


delivery by decentralizing management and administration in the context of PRIs at the 
state level: kev linkages between the state health administration and PRIs; and the role 


of PRIs in healih care delivery. 
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CHAPTER? 


CHALLENGES IN THE HEALTH SECTOR 


A, Sectoral Background 


During the past two decades the government has developed a health care system which 
finances and manages a basic health care infrastructure. Government-provided Services are the 
dominant source of preventive care, such as immunization, ante-natal care, infectious disease control, 
as well as hospital-based care, and account for about 


=0% of overall health spending. The private 
sector, on the other hand, provides individual curative care through ambulatory care services for acute 


illnesses or illnesses not requiring hospitalization, and a 
expenditures. Nationwide health care utilization rates show that the services provided by the private 
health care are highest for primary al practitioners, and are financed 
almost entirely from out-of-pocket sources. This is in sharp contrast to the situation in industrialized 
countries, where hospitalization, secondary and tertiary health care services account for the largest 
Share of spending, little of which is financed directly by houscholds. The reliance on such a high 
Proportion of funds from out-of-pocket sources in India places a disproportionate burden on the poor. 

ivate health services are inaccessible to the poorest and most vulnerable sections of society and do 
Ot address public health issues of national significance. As a result, substantial gaps remain in the 
effective delivery of health care services provided to the population. 


as enunciated in the National Health Policy (1983), 
health importance and 
This 1s an appropriate policy 
partially reflect the priorities 
about 1.3% of GDP which is 
Ower than in comparable Asian countries. The bulk of public spending cn health, about three-quarters, 
S accounted for by the states, which are primarily responsible for implementing health programs. Asa 
esult, a major area of financing and policy reform to increase efficiency and improve effectiveness of 
ealth programs needs to be targeted at the state level. 


, Locking to the Future: Challenges and Cpportunities ai the State Leve! 


3 States in India are making progress in pursuing more efficien approaches to addressing health 
are delivery. Nevertheless, the states need to develop the essential components of a basic package of 
ealth services to address the health transition underway and the major he 


1ealth problems which will face 

em in the coming years. At present, in the four states included in this review, communicable diseases 
count for about 53%, non-communicable diseases about 30%, and accidents and injuries about 17% 
f the burden of disease on average. Epidemiological indicators show that disease patterns vary by 
tates, with states more advanced in the health transition having a higher Proportion of non- 
mmunicable diseases and injuries. The health transition js expected to gain momentum and is likely 


result in considerable change in the disease pattern over the next ten to twenty years (see Chapter 3). 


4 A basic health care package should take into account these sale level variations in 
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which poverty alleviation is part of the government’s strategy in the health sector, the CAs NE 
of health interventions, and programs that create large externalities. The package of services needs to 
be developed through a consultative and collaborative nrocess, involving leading health Panna 
and policy makers from the different levels of the heal:h system, private and he eae or SOCcl 
input, and the Finance Department of the state government to assess the financial ability of the state to 
provide the recommended package of services. 


25 In order for the states to provide a basic package of services, which would be targeted to the 
needy sections of society, state governmenis would need to undertake a series of measures to reorient 
their health care system by strengthening institutional capacity and initiating a process of policy reform 
. These are discussed beiow. 


26 “Key Aspects of the Healih Care Strategy. Three main issues with regard to the government's 
health sector strategy include: 


(a) the need to integrate the government’s population-size based health care strategy from with an 
approach that addresses the health care needs of the people. The government’s current health 
care strategy is based on a network of primary health care centers that are more or less 
uniformiy interspersed across the country on the basis of population size. This approach is 
neither an efficient nor an effective way to address health care needs of different sections of the 
population because of ihe variation in the epidemiological profile and public-private mix across 
communities, blocks, districts, states and regions in the country. There is a need to revisit the 
nealth care strategy and fine-tune it based on epidemiological data available at the grassroots 
level, and the extent of involvement of private and NGO sectors in health care delivery. The 
panchayat administration provides an excellent basis for greater community level partscipation 
in the planning process for health care services, but the structures and systems linking the 
panchayat adiministration with health administration will need to be more clearly defined; 
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also being addressed Similar paradigm shifts 


. . “Fe needed for TB, cataract blindness, malaria 
and other national Programs that are implemented at the State level; and 


“the disease and 


(c) the need to provide better incentives for the workforce and 


related to the availability and quality of staff Impede the technical efficiency of health programs 
and affect Productivity. Overall, there is no shortage of doctors in the country but there is a 
shortage in remote and rural areas. There is also a shortage of nurses nationwide. Incentives 


need to be provided to medical professionals to “ncourage them to remain in their rural posts 


thereby decreasing absenteeism. Training facilities and In-service training are limited, and 
professional staff are not up-to-date tn clinical and management skills. A better understanding 


of the shortage of critical medical personnel and manpower needs is required. 


address training needs. Problems 


2.7 Public-Private Partnership in the Delivery of Health Care Services, Despite accounting for 
80% of overali health expenditures, the role of the private sector in the overal| health care strategy is 
not clearly defined. The vital role the private sector plays in the provision of selected aspects of health 
Services, such as ambulatory care, and the Opportunities which remain for greater private sector 
involvement in other areas have not been fully recognized in policy making. The main challenges with 
Tegard to strengthening the public-private partnership in the delivery of health care services include: 
enhancing the scope and importance of the private health sector, while improving the quality of 
Services; encouraging private sector involvement in preventive and promotive aspects of health care 
father than solely in individual curative care; finding the appropriate mix between direct provision 
versus public financing of some activities performed by the private sector, promoting partnership 
between the public, private, and voluntary seciors; and improving the existing arrangement for 
regulating and monitoring private health care 


2.8 Resource Allocation and Efficiency in the Health Sector. The overall fiscal situation in many 
States has deteriorated sharply, with a rising fiscal deficit, increasing interest payments as a share of 
total revenue, and an increasing share of debt outstanding as a share of state domestic product, The 
Overall financial situation faced by the states has affected health sector allocations. The public sector 
Currently provides about US$2-3 per capita for health. The amount recommended by the World 
Development Report (1993) to provide a basic package of public health and clinical services for low 
income developing countries is about US$i2 per capita annually. In the context of the Indian states, 
this may be a high estimate Nevertheless, a sizable increase over the present allocation will be 
required to finance x broadly defined package of services. Moreover, within the health sector at the 
ate level, resource allocation is skewed in favor Of tertiary relative to primary and secondary services, 
d this imbalance needs to be corrected.” In addiiion, since much of the resources are absorbed by 
alary costs, the recurrent budget is chronically underfunded. Recognizing that overall state finances 
Ose a serious problem, the state governments’ objective of funding a basic packace of health service 


‘ 


ll require more resources for health care, especially for primary and secondary health care services. 


4 


The terms first referral and secondary level hospitals are used synonymously i “his report. They denote 
community/rural hospitals that have a bed Strength cf about 30-50 beds: area‘talul: “ospitals that have about 
75-100 beds; sub-divisional/State General hospitals that have about 100-350 beds: “.d district hospitals that 
have about 300-550 beds. The level of Services offered increase from communi: rca to Sub-divisional to 


districts hospitals. ; 
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2.10 Analytical Capacity for Health Care Planning. Despite progress in recent years in a 
availability, quality and use of information on nealih financing at the national or state levels, a 
capacity to undertake enalytical work for health pianning ana policy analysis remains limited within : 
central and state governments. States should undertake analyses of their burden of disease regionall 

and at the community icvcl; review the cost-cffectiveness of key health interventions, and carry out 
other important analytical work such as manpower planning needed to facilitate and improve policy- 
making. 


211 Health Care Management and A Ininistration. The health care management system at the 
state level is inefficient. Some of the problems that need to be addressed include: weak overall 
management and health planning capacity, overlapping functions of the different tiers of the health care 
system and lack of coordination and integration between them; uncertainties associated with 
decentralization of authority to the panchayat system on the administrative operations of health cz 
provision and financing, and the lack of involvement of community level organization in reven 
collection, planning and budgeting. Health care management at the state will need to be strengthene 
by addressing these issues. 
| 

2.12 The key issues in the health sector are inter-linked. The dynamics between them will contin 
to affect the effectiveness and performance of the health care system. The improvements in the healt 
sector will be measured by greater effectiveness and improved outcomes of programs, improve 
efficiency in the allocation of resources, greater access and equity, and consumer satisfaction. 
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Chapter 3 


BACKGROUND TO HEALTH POLICY 


L AND PLANNING: 
DEMOGRAPHIC FEATURES, EPIDEMIOLOGY AND THE BURDEN OF DISEASE IN THE FOUR STATES 


A. Introduction 


3.) The challenge faced by each state in the health sector varies to some extent depending on the 
burden of disease, existing public health progra 


ms, Past pattern of investment in the health sector, 
involvement of the private sector and the level of poverty. While resource allocation, institutional 
weaknesses and management issues are themes 


common to the health care system in all states, the 
demographic characteristics, epidemiological features and the burden of disease determine the nature 
of the health problems faced by each state. 


This chapter provides a brief outline of the basic 
demographic features, the epidemiological profile and the comparative burden of disease in the four 


States included in this review. The findings of the Andhra Pradesh Burden of Disease (AP BOD) and 
the BOD estimates for Karnataka, Punjab and West Eengal are presented to illustrate the main 
differences between the states. These differences show the varying pace of the health transition across 
States -- the differences are especially marked between rural and urban areas. 


2 The states of AP, Karnataka, Punjab and West Bengal are included in t 
the richness of the data that was generated during the preparation of the state level health systems 
projects and through subsequent analysis of the BOD in these states. Th 


ey provide an opportunity to 
Study states that are at different levels of health and overall development, and have diverse 


geographical, cultural and socio-economic features. West Bengal, for example, is a state with large 
pockets of poverty and an underdeveloped private sector in health care provision; Karnataka and AP 
are states with a per capita income which is about the national average, but with large regional 
variations; and Punjab is a state with a high per capita income, which requires a somewhat different 
emphasis in the type of health package proposed. Together, they represent sufficient diversity among 
States in India to draw lessons that are applicable at the state level generally. 


his analysis because of 


3 These four states also represent different stages in the health transition -- ranging from @ high 


incidence of communicable disease, with relatively lower levels of non-communicable disease and 
injuries to a situation of high levels of non-communicable disease, with relatively lower incidence of 
communicable disease and injuries. The poorer and more populated states, such as West Bengal, still 


twa 


face a large incidence of communicable diseases. More prosperous states, such as Punjab, are further 


along in the health transition and are seeing a sharply increasing incidence of non-communicable 
diseases, especially in urban areas. There are states that are poorer \ 


€ poorer than West Bengal and less 
advanced in the health transition process (such as Orissa) and others ¢hat are further along in the health 
transition (such as Kerala or Maharashtra), but the four states included in this review generally 


; 1 “are fecrac facacl hy tha Inclian ctotac 
Tepresent the main spectrum of hea!th care issues faced by the Indian states 
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Infant Mortality Rate 
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| Expectation of Life at Birth 
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| Women 13-49 Using any 
Contraceptive Methed 40.6 47.0 49.1 58.7 57.4 
t ; 
| Baie = RCO 34.0 85.1 80.0 


Andhra Pradesh: The population of Andhra Pradesh was about 67 million in 1995, with a population 
density of 242 peopic per square kilometer, which was lower than the all India average of 270. The 
percentage of Scheduled Castes (SCs) and Scheduled Tribes (STs) is slightly lower than the all India 
average, while the sex ratio of 972 females per 1,000 males is higher than the Indian average of 927. The 
state has become more urbanized, with 27 percent of the population living in urban areas in 1991. 


Pregnant Mothers Reeciving 
Ante-natal Care 


Karnataka: The population of Karnataxa was about 48 million in 1995, with urban areas accounting for 
about 31 percent of the population. SCs and STs constitute about 16.4 and 4 percent of the state’s | 
population respectively. With 40 percent of its population living below the poverty line compared with | 
~ te, Sieve - p 7 aia nen tay a = : 
about 33 percent for india as a whole, the staig has a comparatively large percentage of people living in | 
poverty. | 


Punjab: With a population of 20 million in 1995 and an annual population growth rate of about 2.1 
percent, Punjab is enc of India’ reaffluent states. Its “iC : i 
16} a a : ae cia $s e Cc ea mace MS population density of 403 per square kilometer in } 
is high compared to the Indian average of 273, as is the percentage of the population living in urban 
areas (29.6 percent as compared to 23.9 percent for India). Punjab’s 1991 per capita income at $554 ranked |} 
it first nea states in terms of income. Yct 12 percent of the state’s population is living below the 
poverty line. Also, as in other states, there is substantial ination 1 
‘ ; atcs, s substantial regional variauion in pe ita 1 i 
Sig Saal ne : per capita income, with the 
pee gatier of the state having 40 percent of its population below the poverty line. While social 
indicators have improved on many fronts, the feme al a 
p am 5) une ale-male sex ratio at 882 fe 2 
still a matter of grave concern. L B82 females. per thqusaae oan 
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respiratory and diarrheal diseases account Proportion of childhood mortality; and 
© . x " a 4 4 AL : ra 
Preventable mortality and morbidity especiall:, 


: : seh among the poor, exact a nigh toll. - Health Indicators in 
India, when compared with other countries -- the region that Started with a similar resource base 


Several decades ago, show that India has not “ared as well as some Of its neighbors. The gains in life 
€xpectancy over the past three decad lave been 23% in India compared to 60% in 


:Or a large 


es, for =xample, | 


China and 28% in Indonesia (World Development Report, 1993), 


5.5 In addition, India is moving into an epidemiological transition. Communicable diseases and 
matemal and perinatal causes currently account for a large number of deaths in India (about 470 per 
100,000 Population, standardized for eee, compared to only 117 in China and 187 in the world as a 
hol J A he © eae Eee RE paine nehiacwe : “@ : : 
Whole). { the same time, the gains acuieved in life expectancy have resulted in proportional 
Increases in mortality from chronic and degenerative diseases of adulthood, such as heart ailments, 
cancers and risk factors. These trends are likely to persist. As fertility declines, the age structure of the 
Indian population will shift and the proportion of people above the age of 60 years will increase as will 
the risk factors. As a result, the burden of non-communicable diseases will rise further. At the same 


time, the challenge of communicable diseases of the young, middle-aged, and poor will persist. The 
central and state governments, therefore, wil! need to deal with ugh level of communicable 


diseases and a rising incidence of non-communicable diseases and injuries and accidents. 
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3.6 This dual burden of communicable and non-communicable diseases js likely to result in an 
“epidemiological! polarization" in which one part of the Indian Population will successfully complete a 
demographic and epidemiological transition while another part remains in the pretransition phase. 
Indeed, this situation is already present in India, especially in terms of the differences between rural and 


urban areas, and accounts for much of the dilemma for the publicly provided health care System. The 


demands of the rural and urban middle and upper classes for accessible, technologically advanced, and 
free clinical services compete with the still pressing need for coverage with basic disease control 
interventions in rural areas. As a result, the conflict over publ 


IC resources is likely to be exacerbated by 
the on-going epidemiological and demographic changes and poses 2 major future challenge for primary 


health care policy at the state level in India. Moreover, the competition for scarce resources, has the 


potential to worsen the unequal quality of health care among the states, as the poorer states are unable 
to provide the matching funds required to qualify for some federal monies, 


Epidemiclogy and the Kvolving Burden of Disease in tha four States 


3.7 For a long time, mortality was the predominant indicator in assessing the health status of 
populations (Murray and Lopez, 1996). The burden of disease has traditionally been based on the 
number of deaths different diseases cause and has relied on mortality data. This approach served the 
Purposes of development planners for a long time, since cause specific mortality used to correlate well 


with morbidity and disability, particularly for many infectious and parasitic diseases Over time, with 


wet bun 


the decline of mortality rates, morbidity measures have come to assume greater importance in 


quantifying the burden of disease, and the inadequacy of mortality as a measure of health status is 
increasingly recognized. For example, there is now evidence that low child mortality levels can be 
Maintained even in the presence of sustained high levels of under-nutrition and morbidity. For both 


communicable and non-communicable diseases, there is increasing recognition that assessment and 


World Developinent Report, 1993: Table A.7 
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3.8 This calls for incicators that can simultaneously combine the load of mor ait om 
»- ¢ bine 6 ~ wake - F % 4 a re 
‘sks with the level of mortality. Burden of disease estimates provide a mechanism of ageresa ga 
A cel Peer: ith problems through a single indicator, which is the Disability- 
comparing the size of various neaiun | ms throug ingh | 
Adjusted Life Years (DALY). The World Health Organization, together with the World Bank, 
3 Pe de | if es 
developed a methodology and presented estimates of the full loss of healthy life due to different pee 
5 - ~ : *. * * L 
in terms of DALY lost in the WDR (1993), waren has been updated by Murray ana Lopez, 
erm Eee en , ate : . ; 
According to these estimates, India accounted fer 288 million DALYs lost in the year 1990, which ts 
liv Libsscdlto, ada i 
over 21 percent of the giobal burden of disease, even higher than its share of overall mortality. 


3.9 Methodology. Vhe Andhra Pradesh BOD study and subsequent analyses in Karnataka, Punjab 
and West Bengal form the basis of the discussion of the BOD in this chapter. These studies were 
commissioned by the Bank and undertaken by the Administrative Staff College of India (ASCD), with 
the objective of: (a) estumating the BOD caused by common diseases including accidents and injuries; 
and (b) comparing the ciscase burden in urban and rural areas of the four states. The cost- 
effectiveness of selected health interventions using DALYs as a measure of effectiveness was also 
undertaken, but cnly for AP, and is discussed in Chapter 8. The BOD part of the study analyzed the 
following data: (i) demographic estimates, including age-specific mortality, preliminary disease lists, 
and surveys of the cause of death; (il) information gathered from expert opinion and field inquiry; and 
(iii) a literature review of existing epidemiological studies and available data. 


3.10 The methodology of the AP BOD study was repeated in the other three states included in this 
review. Estimates of disease burden for 1992 were used, since this is the latest year for which Sample 
Registration System data on age and sex specific mortality rates are available. Population projections 
for 1992 were made using the exponential method. In the three states, original data were used for the 
urban areas, which was obtained from the Medically Certified Causes of Death Register. In rural 
areas, sample cause of death was used based on verbal autopsy. For disability, epidemiological 
information from the national programs at the state level were used to get at the state-specific 


prevalence data. incidence data in each state was modified froin the AP data on the basis of state- 
specific disease patterns ( e.g. kala-azar exists in West Bengal, but not in AP) and on the basis of 
existing empirical evidence in each state. The incidence rates in each state were calculated based on 
the prevalence rate, general 
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intestinal helminths, respiratory infections, maternal causes and_ perinatal Causes. Since 
nutritional deficiency disorders predominate in the pretransition phase, they were also included 
In this group; 


(0) category IL: non-communicable diseases (NCD), including ma! 
neuropsychiatric disorders, sense organs, cardiovascular, re 
and musculoskeletal disorders, as well as dental health; and 


a 


1gmant neoplasms, diabetes, 
Spiratory, digestive, genitourinary, 


(c) category IIT: accidents and injuries. 


Table 3.1: DALYs Estimated to be Lost During the Year 1992 


oo 


tate op Rural Urban Alt 
Andhra Pradesh ce ROSES PTT 5 619,00 eT 17,657,518 


11,562,687 
Punjab 3,942,743 1,268,929 
West Bengal 14,032,832 3,274,114 17,306,947 


3.12 An important tinding of the BOD estimates in the four States 1s that the distribution of the BOD 
between categories I, I and Ill is different from the distribution presented in the WDR (1993), but 
similar to the-updated version presented by Murray and Lopez (1996). The first difference is with 
regard to the contribution of NCD (category II) to the overall BOD. In AP, Karnataka, Punjab and 
West Bengal, the contribution of category II amounted to about 30%, 28%, 29%, and 28% 
respectively. This compares to 41% estimated in the WDR (1993), but is more in line with the 29% 
estimated by Murray and Lopez (1996) for India as a whole. A small percentage of this difference 
could be explained by the exclusion of nutritional deficiency disorders from category II in the BOD 
estimates for the four states and in the Murray and Lopez estimates (1996)., The second difference is 
with regard to the contribution of injuries and accidents (category II]) to the overall BOD. In the four 
States, the ‘contribution of category LI to the total BOD ranges from between 13% and 19%, whereas 
the WDR (1993) estimate, for all of India, was about 9% and the Murray and Lopez (1996) estimate is 
about 15%. The difference between the BOD estimate in the four states and the WDR (1993) estimate 
with regard to the contribution of communicable disease (category I) is not significant. However, it 
wld be noted that these model based estimates are subject to considerable imprecision, as shotwn by 
the marked changes between different DALY estimates for NCD. Improving these estimates will 
require much better data collection, such as the disease-surveillance point surveillance used in China or 
Strengthened and expanded Rural Cause of Death Survey conducted by the Registrar General of India. 
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3.13 As shown in Table 3. 1, Andhra Pradesh had the highest total of DALYs lost in 1992, at about 
17.7 million, followed by West Bengal, at 17.3 million. Karnataka and Punjab followed, with about 
11.6 million and 5.2 million respectively. The DALYs lost are roughly in proportion to their overall 
population. The total DALYs lost in rural areas accounted for 80 percent of the total number of 
ALYs lost in Andhra Pradesh and West Bengal, but was slightly lower for Punjab at 76 percent and 
amataka at 77 percent. Data elsewhere also indicates that the relative burden of disease seems to be 
igher among the residents of rural areas. 


The data also show that the DAL. Y's lost per 1,000 population in rural areas of Andhra ee! 
Ae ae eer Dane are sumilar at approximately 289, 288 and 272 DALYs lost ds ; ‘a 
ne dee. The faure tor West Jengai was lower at about 276 DALY 0m Regus the ' 
because of the lower DALY lost per 1,090 in urban areas. Punjab and Ai ae eral 
higher disease burden in urban areas relative to the other states, at about 205 ee renee Pe 
1.000, respectively, as against only abou: | and 184 DALYs lost per },000 in Wes 2 
-arnataka. : >-=qtest difference between urban and rural areas was found te 
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Karnataka. As shown in Table atte 
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*. wraet Banoal and Karnataka, with a difference of about 105 and 103 DALYs lost per 1,006 

be in West Bengal and sQarnataka, We . ue . 
. health care in the rural areas in these two states. 


respectively, indicating relativey poorer access to 


Urban-Rural 
Differences 


State 
| 
I 


Andhra Pradesh / 

Karnataka | 

Punjab ie 
| = 


| West Bengal 


Table 3.3: DALYs Lost per 1900 Population by Major Cause Groups 


— TJcrsen? asyrt T'..4,, A mean 
Kad AMRLE CA CIReRk AZ Th FAE LES 
State Rural | Urban 


Andhra Pradesn 
Karnataka 168. 7 
Punjab Peet 2 Gi 
| West Bengal 164.4 638. 


3.15 Communicable discases (category I in Table 3.3) still predominate in the rural areas of % 
four states. The total DALYs lost per 1,000 in rural areas in this category in AP, Karnataka, Punjé 
and West Bengal were about 160, 168, 153 and 164 respectively. ‘The total DALYs lost per 1,000) 
category li and LI combined in rural areas was much Jess at about 129. 116. 119 and 113 ee | 
Ae ee tne magnitude of the disease burden caused by communicable diseases closely correspon 
to the total Surder Ts <3 im hE i eo 6, [8 TR < - | 
- mee ai bu eer OOM g the trend in " ei countries. This trend, however, was revers 
an areas, wnere in all states, tac total of DALYs lost ner 1.000 res ; oe 
than that of st per 1,000 in category I and II was high 


category [ indicating that the urban areas are | 5 
ow ; ov" ? COUAALES e laa wil areas are In a more advanced state of : 
transition. The pr: ; demograp 
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predominance in Punjab of DALYs 


especially in urban areas, can partl oak s lost per 1,000 due to diseases in category |] 
as wn uroan areas, can partly be explained by the political disturbances in the state during 
eriod., 
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Table 3.4: Total DALY’s Logi by 


Min} Corea Mane: 
WlaQjor Cause Grouns 
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Population 


in DALYs Jost BDALYs lost ner 1,000 | 
Thousands 
[Karnataka | 45.781 1,805,992 


3.16 DALYs Lost by Age Group. The ove 
different age groups indicate that the pattern 
burden was estimated in the 0-4 years age group, 
least. In the 15-44 years age group 
maternal disorders. 


rall distribution of DALY s lo 
1S more or less similar in all the states. The highest 


St per 1,000 population in 


while in the 5-14 years age group the burden was 
the burden of disease was relatively higher among females due to 


3.17 The distribution of the DALYs lost in each age group by maior cause category (categories I, I 
and II) indicate that among the 0-4 years age group, category I disorders were dominant as expected. 
Punjab had a relatively lower burden due to category I disorders among males in this age group. The 
differences between both sexes with regard to category I diseases were more marked in Punjab (a 
difference of 85 DALY per 1,000 between maie and female children) as compared to the difference in 
Other states, thereby indicating higher vulnerability of female children in Punjab. 


3.18 In the 5-14 years age group, the burden caused by category I diseases was close to that of total 


burden caused by categories If and III together. In fact, the burden caused by category II in most 
States was responsible for a third of the burden among males. This is quite plausible, considering the 
higher vulnerability of this age group to injuries and accidents. The corresponding proportion in case 
of females was less than 25%, suggesting that female children are less prone to injuries in this group. 


3.19 In the 15-44 years age group, the epidemiological transition is quite evident in males. The total 
of category II and category III disorders was nearly double th 


at of category I. However, in case of 
females the trend observed in the 5-14 years (category I burden being eguivalent to total of categories 
‘Wand Ti) still continued, essentially due to higher burden caused by matemal conditions. Thus, the 
analysis clearly indicates that there is an urgent need to address maternal health problems on a priority 
basis. Surprisingly, Punjab had the highest burden due to category | among females in this age group. 
This has implications related to access for essential and emergency obstetric service 
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3.20 In the 45-49 years age group, the epidemiological transition is cuite evident as degenerative 
disorders (category II) are dominant. However, in the case of women, the burden caused by all! the 
Major cause categories was estimated to.be relatively low comnared 


to males. This trend was 
especially marked in the case of degenerative disorders (difference of + 
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3.21 Inthe 60+ ave zroup the deyenerative disorders are the dominant cause of burden ; lained 
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on the basis of higher vulnerability to myurtes due 70 osteoporotic changes and hormonal } 


3.22 Forecast of DALY'S lost due to Selected Diseases in India, 1990-2020. Murray and Lopez 
(1996) provide a possible scenario of the disease Durden for India in the year 2020. They provide a set 
of projections for important causes of death and cisease burden until 2020, based on a statistical model, 
to predictdifferent scenarios of cause specific mcrtality. They have calculated the change in DALYs 
that would occur if 1990 age-specific DALY’ are applied to the population projections for 2020 and 
the change in DALYs if 2020 DALY rates are applied to 1990 population. These predictions are 
based on four independent variavles: (i) income Per capita; (ii) human capital, estimated as the average 
number of years of schooling in a population; (171) smoking intensity; and (iv) time, reflecting growth of 
knowledge. DALYs lost ior the year 2020 are cetermined by the interaction of a growing and aging 
population with changes in the projected leve: of the four variables noted above. Changes in DALYs 
can be divided into two components: (i) the demographic factor -- increase or decrease expected due to 
changes in size of the population; and (11) the epidemiological factor -- the increase or decrease 
expected due to changes in age-specific DALY rates (WHO, 1996). 

3.23. The projected changgs in disease burden are shown in Figure 3.1. The decrease in DALYs lost 
is dramatic for diarrhoeal diseases and respiratory infections. Less dramatic, but significant decreases 
are noted for maternal conditions. TB is expected to plateau by the year 2000, and HIV infections are 
expected to rise significantly upto the year 2010, after which a decline is expected. On the other hand, 
cardio-vascular diseases, resulting mainly from risk associated with smoking and diet, is expected to 
increase dramatically. Injuries are expected to increase less significantly, and so are neuro-psychiatric 
conditions and malignant neoplasms. ; 
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Figure 3.1: Trends in DALYs lost due to Selected dis 
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324 Table 3.5 shows that the disease burden in India, estimated for 1990 at about 56% for category 
1 29% for category Il and 15% for category Ti is predicted to change dramatically by the year 2020, to 
24% for category ie 57% for category Hand 19% for category Hf. These changes can be attributed to 
the epidemiological and demographic factors discussed in para. 3.22. The dramatic change resulting in 
a lower share of category I diseases can be explained mainly by the reduction in DALYs lost due to 
epidemiclogical factors, offset only marginatiy by increase in DAL Ys lost due to demographic factors. 
For category II diseases, the situation is reversed -- the dramatic increase in the share of the disease 
burden of category II diseases can be explained mainly by the increase in DALYs lost due to 
demographic factors, offset marginally by the decrease in DALYs lost due to epidemiological factors. 
For category Ill discases, the increase in the share of disease burden from 15% to 19% is explained 
mainly by the increase in DALY’ lost due to demographic factors, which is somewhat offset by the 
decrease in DALYs lost due to epidemiological factors. 
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i. Recommendations 


2 The comparison of the demographic features in the four states and their evolving burden of disease 
highlights the continuing need to address those diseases which contribute the most to the BOD, in a 
cost-effective manner. Communicable diseases and maternal and perinatal conditions (category I), 
which account for the majority of DALYs lost in all four states, should continue to be the focus of 
services provided by the public sector. Health care policy, however, should address a wider 
spectrum of health conditions, especially in view of the health transition underway, which ts likely 
to result in a huge increase in the incidence of NCDs in the future. 


ay yk Heelies . ; 
¢ The emphasis on addressing communicable disease should not overlook the marked difference in 
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iemographic indicators and dise he regi c IStri 
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Soy , the , be flexible in addressing the specific needs at the community level 
within the larger context of service provision and policy issues discussed above 
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the state governments. 


CHAPTER 4 


THE PRIVATE SECTOR IN HEALTH CARE AT THE STATE LEVEL 


A. Introduction 


4.1 Total health spending in India accounted for about 6% of GDP (1991), which is about Rs. 320 
or about US$13 per capita in 199] prices. While the level of 


spending per capita on health is low in 
absolute terms, the health sector’s contribution to n 


ational income in India is higher than in most 
developing countries at similar levels of per capita income. Despite the historical emphasis on the 
Government’s role in the health sector in India, expenditure data clearly indicates the dominance of 


non-government spending. Private sector expenditure in India is estimated to be about 78% of total 
health spending. This share of total private spending on health is comparable with Thailand, which has 
an absolute per capita spending four times greater than that of India. Government health spending in 
India, on the other hand, is in the middle of the range reported for lower income Asian countries -- it is 
higher than Indonesia and the Philippines; and lower than China and Sri Lanka ° 


42 Inspite of the importance of the private sector, the government has not clearly defined or 


articulated its role in the overall health strategy. In particular, the vital role the private sector plays in 


the provision of selected services, such as individual curative care through ambulatory services, and the 
Opportunities for greater private sector involvement in other areas has not been fully recognized in 
policymaking. The main challenges with regard to public-private parmerships include: 


¢ enhancing the scope and importance of the private sector, while improving the quality of services; 


e encouraging private sector involvement in preventive and 


promotive aspects of health care rather 
than solely in individual curative care: 


¢ promoting partnerships between the public, private and voluntary sectors: 


* increasing efficiency through contracting-out of services: and 


¢ improving the existing arrangement for regulating health care. 

B. Scope of the Private Sector in Health Care Delivery 

43 Relative Size of the Private Sector. The private health sector is fairly large in all the states, 
except in West Bengal, and is growing very fast, particularly in AP and Kamataka. At the primary 
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care level, the private sector is pervasive and heavily used despite the vast network of primary health 
? . ° , ; ao ‘ we = 

infrastructure developed by the government. At the secondary and tertiary levels, the private sector 
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levels than at (ie primary level i 1292 a survey conductea by the Institute of Health Ss ie 
Cid Lasens Ce tak JLabaat tev Ma; i b é 
indicated that in AP the bed strength in the private sector was larger than the public . a 
sAvernment accounted for 33,949 beds. while the private sector accounted for 42,192 beds, in 3,028 

ee ans 1. af rapigtered private and volunt 
private heaith care institutions. In ixarn ntaka, the total bed capacity Oo} registered p 5 
709 private health care institutions as against a total of 31,840 beds i 
race the contrary is true: only 10% of 
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‘nstituticns was 40,909, in |, 
governmen hospitals. West Bengal is ax example o fa state W 
total bed strength is in the private secicr, with a total of only 6,912 beds. In the states studied, excep 
al the distribution of medical mannower is also skewed towards private institutions. f 
AP) for instance, of a total of 33,983 cectors registered with the Medical and Nursing Council, onk 
5,148 doctors (exciuding these in administrative positions) are employed in the government sectol 
Almost 50% of registered nurses and auxiliary nurse midwives (ANMs) are employed in the privat 
sector as well. : 


44 Due to various data problems, we may still have an incomplete picture of the size of th 
private sector. In recent ycars, the corporate sector has ‘avested heavily in large and high 
sophisticated facilities catering to the urban middle and upper class patients. Evidence suggest 
that the number of nursing homes, even in rural towns, has rapidly expanded. “There is rapid ar 
highly visible growth of for-profit hospitals in major urban centers. However, private sect 
‘nvestment in secondary level hospitals has not increased as rapidly. 
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45 Ownership and Management, With regard to ownership and management, the private se 
Sofs 


Facilities in the states studied can be classified as follows: 


e Clinics owned and managed by single practitioners. 
2 Nursing homes/hospitals of varying sizes. 

2 Large corporate hospitals. 

© Hospitals not-for-profit 


@ Charitable/religious institutions. 
46 In terms of bed strength 
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47 Intra-State Variations, Neither the private institutions nor the hospital beds are evenly 
distributed across the states. They tend to be concentrated in densely populated urban centers. In AP, 
for instance, the bed-population ratio ranges from a low of 0.07 beds per 1,000 population in 
Mahbubnagar to a high of |.41 in Krishna district. In WB, 21% of all private hospitals and 47% of all 
hospital beds are concentrated in the Calcutta Metropolitan Area. In Karnataka, private sector 
institutions in three districts -- Dakshina Kannada, Bangalore and Belgaum -- contributed more than 1 
bed per 1,000 population, while the districts of Raichur, Bellary and Chickamagalur had less than 0.5 
beds per 1,000 contributed by the private sector. The principal! contributing factor to this disparity is 
the relative affluence of a region, making it more profitable to establish and Operate a private hospital. 
Other factors include higher population density, the presence of educated clientele, and the existence of 
pressure groups. 


48 Access. The private sector studies in the four states also indicate that the access to services in 
the public and the private sectors in health varies widely between states. The factors which determine 
access to health services include socio-economic status, the level of fees, availability of services and the 
nature of the illness. k 
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e Physical Access. Clearly, hospital services provided by the government are inadequate in rural 
~ areas. Distance traveled to reach first referral hospitals seems to be an important factor in 
determining utilization. For example, community hospits!s in tribal areas are located very far from 
tnbal hamlets, with poor transportation and communication facilities, and often with no convenient 
residential arrangements for the medical personnel. In addition, areas such as the Sunderban 
region of West Bengal, for example, pose a special challenge since transport and communication 
networks are inadequate, and riverine transport between the network of 54 islands is unreliable. 
Non-availability of staff in government hospitals, particular!y doctors, is the most important reason 

for preferring private medical care. Especially in emergency situations, the easy accessibility and 


ready availability of private doctors, even though many are cuacks or underqualified, 1s a major 
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determining factor of community preference for their services, Another major constraint to patient 
satisfaction is the non-availability of necessary drugs and medicines at first referral hospitals, 
particularly for curative care. There is a special need to strengihen health care networks to address 
these issues, and to encourage the development of the private and NGO sectors to provide outreach 


services which the public health services are unabie to p 
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Peels from the qualitative survey conducted in three states indicat that i 
Hote es mpl waren have soecial sets Of beliete amesPtactaes wach afi 
Appeal och a - sdsdial artes, sudtbetes and the insensitivity of medical perso 
a : atte nor: oy ae i dene in the health system. According to hespital sour 
he conecaen of hospital users C2longing to SC/ST groups 1s commensurate wiped 
‘1 the general population. However, considering the poor SOC ee yee 
eroups, and their low nutritional level, the morbidity and mortality in this popu ea 8 er 
Sraeons a higher utilization of primary care and secondary hospital services. An wr ja ee 
he low utilization of health services by women. In Karnataka, for example, the Nation s 
Survey (NSS) indicates that the sex ratio among hospitalized cascs 1s 786 females per 1,000 ma 
whereas the sex ratio in the population i¢ 960 females per 1,000 males. There 1s therefore a 
for special outreach efforts to improve the access of these groups to health care services as well. 
» feonomic Access. The data show that substantial costs -- on fees, drugs, tests and transport 4 
being incurred by tribals and poor populations, possibly because they postpone treatment untl 
problem has oecome more acute. In addition, due to the relative inaccessibility of gove 


Lealth care services, populations in rural and remote areas are approaching the private sector 
for their health care needs. 
49 State governments need to ensure that the private sector plays an important role in addres 


2 access issues. States could facilitate access to preventive and promotive care through 
involvement of NGOs and provide them opportunities to work with PRIs. Support for NGOs need 
be increased in such areas as sccial marketing of essential drugs and contraceptives, and beha 
changing health education activities. The Government needs to actively seek the cooperation of Nf 
in disseminating public health messages by involving them in information, education 
communication (IEC) activities. NGO participation could be promoted in the delivery of pn 
health care and first referral services in remote and rural areas where outreach is limited. Contra 
out tue delivery of primary heaith care in remote areas to the NGO sector, which has a compar 


advantage in improving access to such health services for some disadvantaged groups, could als 
promoted. 
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4i9 Goverment provided services are the 

Government provi services are the major source of inpatient care. In contrast 
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governinent providers -- mainly for-profit, fee-for-service pract 


uitioners -- provide the butk of outpa 
: ? Government providers are also the 
, although coverage remains low overall for several dime 
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vealth significance. 
4.11 -The studies in the four States indicate that, 


tes 1 | at present, the private heelth sector provides mainly 
diagnostic and individual curative health services, leaving the entire field of preventive health services 


to the govemment. For example, private nursing homes catering to del 
A high percentage of curative services offered ar 
hospitalization. Intermediate patient care s 
Private institutions. On the other hand, 
intensive and emergency care is provide 


ivery Cases are very extensive. 
© comprised of ambulatory services not requiring 
ervices, with short term hospitalization, are also provided by 
very few private institutions offer Intensive care. Most 
d by government teaching hospitals. 


412 Allopathy is the predominant system of medicine practiced, especially in hospitals. General 
Medicine is the most common service offered by private institutions. Obstetrics and gynaecolopy 
/fomes next. The size of the hospital seems to have an influence on the range of services offered: most 


‘smaller hospitals offer general medicine, with very few surgical specialties, which increase with size of 
hospital. 


413 The support services available to private sector institutions are uneven. Based on data from 
Kamataka, about 55% of private institutions had attached diagnostic laboratories, while about 40% had 
“X-ray plants. About 25% of the hospitals had ultrasound scanners, and 20% had attached pharmacies. 
The private/ voluntary sector in the whole state had 33 CT scanners, of which nearly half were located 
in the state capital. However, only 3% of the private hospitals had a blood bank and, in many districts, 
there was no biood bank listed in the private sector. 


414 = Wee Structure. Vhe data on fees charged in samples taken in 
Tables 4.2 and 4.3. [t is evident that a wide variation in fee st 
subsidized in hospitals run by charitable orpanizé 


Karnataka and AP are shown in 
ructure cxis[s. Charges are hiphly 
tons and religious missions. Some hospitals run by 
Private medical colleges also offer subsidized services to the poor, - lees are charged generally for 
registration; consultation: Investigative procedures: treatment: Inpatient procedures: and use of*support 
facilities. Fees charged vary from institution to institution, depending on the range of services 
provided; doctor’s qualifications, experience and expertise; type of disease: location of hospital; 
equipment and facilities; local availability of altematives (competition); 


availability of facilities like 
Operating theater and surgery; availability of consumables and disposables; and the reputation of the 
hospital. 


415 There is a wide difference in the cost of Inpatient treatment between urban and rural areas: for 
similar illnesses, though not fully controlled for casc-mix, rural patients at private institutions spent Rs. 
225 per illness episode, while their urban counterparts spent Rs. 975, almost 4 times as much. Table 
4.3 gives the use of services and cost of treaiment in private and government hospitals. The data show 
that the cost per illness in private hospitals is nearly three times that in government hospitals for 
inpatient services (Rs. 600 vs. Rs. 203): while for outpatient services, the cost per illness in private 
hospitals is about double that in government hospitals (Rs. 96 vs. Rs, 47 


detailed discussion of user charges in the public sector. 
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Table 4.3: Comparison of the Cost of Treatment in 


Government and Private Hospitals 
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416 The "sources and uses" matrix shown in Table 4.4 shows that household out-ofp 
expenditure accounts for about 75% of total national health expenditures (about Rs. 24 
capita). Corporate and third party insurance contributes an additional 3%. Private 
spending is, therefore Q0/ f f 
es therefore, Ee 78% of total health spending. Central, state and local goverr 
butions account tor the ie 22 Private spendi i 

. She as SE aining 22%. Private spending accounts for 82% of primary 
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: ati 2 0% or secondary/tertiary care and only 27% of preventive and pron 
care. in contrast, state governments account for only 15% of all primary care spending 
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Table 4.4: National Health Spending: An Estimated “Source and Uses” Matrix 
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4 (in percent of total expenditures) 
EA EXPONGItUres) _ 
Corporate/ 


Government Local srd Party | Household Total 
Government 
Pnmary Care 53.78 
Curative 497 4 
Preventive and 
Promotive Health 9.0 
Secondary/T ertiary 38.8 


Inpatient Care 


Non-service 1.6 N/A N/A y Fis 
Provision 
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61 15.6 eT ee Tote 
Derived from: India: Policy and Finance Strategies for Strengthening Primary Health Care Services. World Bank Report No. 
13042-IN; May 1995S. 


417 The Share of Out-of-Pocket Spending. In industrialized countries, h 


ospitalization 
accounts for the largest share of health expenditure and little of it is financed directly by 


households. In India, the pattern is reversed -- about two-thirds of household out-of-pocket 
health spending is on ambulatory or Outpatient services and one-third on inpatient care. About 
70% of the latter is attributable to houschold spending. This pattern is especially relevant to 
policy on primary health care, since private practitioners dominate in the provision of outpatient 
services, much of which substitutes for services which arc supposed to be available through 
government providers as part of public sector primary health care programs. 
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418 = Out-of-Pocket Health Spending and the Poor. Government primary care services do not 


appear to be well targeted to the poor.’ Despite public subsidies for hospital care, out-of-pocket 


| €xpenses for serious illnesses impact the poor disproportionatély. In a serious illness episode, 


receive a free or highly subsidized day charge but still pay tor other services as well as for items 
not available at a public hospital. After discharge, they may again pay fully for private follow-up 
treatment. The total costs of treatment are much higher due to the use of private health services. 


families might pay fully for private ambulatory care, then go to a public hospital where they might 


419 The burden of out-of-pocket spending falls disproportionately on the poor even for 
primary illness care. On average, 5% of total household consumer expenditure in rural areas was 
for health expenditure, while 2.3% of total houschold expenditures in urban areas was health 
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India: Policy and l‘inance Strategies for Strengthening Primary (lealth Care Services. World Bank Report 
No. 13042-IN; 1995: pz. 76 - 


VA ORD SR CS atin cats coaten 


26 


: ; was highest 
In almost all cases, the percentage of household spending on i a ees i 
MW AlUMCar ti asCs, uaw Vwi : . 

es rerlecting the fact that the burden of out-of-poc ae cs 

ae This n stro : 
revressive and imposed a heavier burden on the poor. This trend was eve ; i | 
ab . -y illness care was examined separately. Am ulatory Car 

he lower expenditure quintiles 1 


: 8 
expenditures, 
he lowest expenditure quintl 


| hi an ! |. ( 
household spending on ainouiate) , nam! 
accounted for a larger portion of -ousehold health spenaing int 


‘ 
' Pee 
~ 


x Pew ae 
both rural and urban areas. 


420 In order to address this high tevel of out-of-pocket spending, the government needs | 
ing mechanisms in the long run, such as better targeted sol 
insurance schemes , pti and community financing. Risk-pooling wo 
provide more accessible and efficient health care, to both the poor and the non-poor. At prese 
private voluntary insurance coverage is only about 3.3% for the country as a whole. This is lo 
compared to other Asian countries -- in Indonesia, for example, 9% of the population Is covers 
by some type of insurance, mainly civil servants and the armed forces (Abel-Smith, 1995). 
scope for private insurance, while limited at this time, can be enhanced in the urban and industri 


ectors, with appropriaic government advocacy, as income !evels and iiteracy increase. 
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421 The private contracting of health services, especially support services, by the governme t 
becoming increasingly important since the state Governments can effect substantial cost-savin 
through such a mechanism. Private contractual services can be more efficient and effective th 
direct labor. Anne Mills (1995, 1996)'' provides a rationale for contracting and summanzes the le c 
from experience in six developing countries. The study notes that non-clinical contracting was usué 
justified in terms of lower costs, easier implementation and greater flexibility in the use of labor,” 
justification for blinical contracting was the unavailability of the service in the facility or area, a pragmi 
response to the inability to expand the service and financial restrictions on capital investments. The si 
shows that the extent of contracting ts relatively limited. Jor ¢xample, in Bombay, clinical contracting 


 yoid, Tables’5.1 and 5.2. 
9 There currently exist eit : = 
here currently cxisis a government suosidized insurance plan, the ESIS, providing benefits to govermm 
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SPOTS “cate to cottiral 4ispensarics (1,400). In addition, the CG 
vide dical care to central governmen Vy y 
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hospital and primary care was done by agency} ces for civil servants and the 
compulsory social insurance scheme, but no seneral public. Also, in the Bombay 
case, contracting for non-clinical services such as cleaning, catering, phannacy, laundry, maintenance, 
ity and security, was more common, which seems to be consistent with practice in other urban areas of 
ae 


es providing health senj 
t for health Services for the 


4.22 Contracted out services are a small proportion of overall expenditures at the state level in India, but 
there appears to be considerable Scope for the expansion of contracting out services, especially for non- 
clinical services. There are no legal barriers inhibiting the use of contractual services. The Contract Labor 
Regulation and Abolition Act (1970), which prohibits certain Institutions from contracting out perennial 
Services, exempts hospitals and health care instituuions. In view of the difficulties of employing govemment 
Staff, such as slow recruitment procedures and poor attendance, contracting out certain Services, especially 
Support services, is an attractive alternative. However, Anne Mills (1996) points out that contracting out is 
hot a solution to weak public sector management and can be more < 


Ja 


€ demanding on managers than direct 
provision, requiring some new skills. The state governments should take into account lessons leamed from 
past experiences in contracting out. In particular, where economically attractive, govemments should 
consider contracting out Support services such as laundry, kitchen, landscaping, dietary services, sanitation, 
secunty and mainstream diagnostic and clinjcal services, 


In additicn to economic considerations, state 
Sovernments should also take into account the quality of services, 2s wel! as administrative ability and 
Management capacity to supervise such contracts. Admunistrative procedures and guidelines, and adequate 


accountability functions will also need to be in place to facilitate the contracting of services. 


F, Quality of Services, Monitoring and Evaluation 


423 Although private health services are easily accessibie, the quality of medical services offered by 
the private sector is uneven. ‘There is a need to monitor the clinical 


clectiveness and quality of services 
Offered at different private facilities and provided by the drugs and pharmaceuticals industry; to 


Strengthen the referral system between private sector institutions and“ government first referral 
Institutions to facilitate the treatment of poor patients; and to ensure that staffing and technical norms 
used in the private sector are within an acceptable range. In addition, the quality of medical 
practitioners varies greatly. 


424 Data on the total number of "doctors" or "medical practition 


lers" are not available in India. 
Government figures indicate a national average of one privately practicing physician for every 


¢ often-illegal private practices of publicly employed 
doctors, although these may not be as widespread as in other countries. Official data provide 


information only on the qualitied, allopathic practitioners -- he MBBS or MD physician. 
However, private providers include a wide array of qualified, less-than-qualified, and unqualified 
practitioners. Most are unregistered, unlicensed, and unregulated although there are numerous 
gradations of legal practice which vary from state to state. While little is known about th typical 
private practitioner, there may be other sources of privats medical care even less well 
documented. Drug sellers and pharmacists commonly diagnose and prescribe as well as dispense 
drugs. It is unclear to what extent they are included in the response "private doctor” on surveys. 
In some parts of India, private diavnostic facilitics such as radislooy and laboratory testing are 
mew appearing cven in small rural towns. bk is not known to what extent these are also 


increasingly functioning as private treatment facilities. 
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National Consumer Redressal Commission (1992) that services 5 of any deseniptioy which invol 
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payment should be given consideration under the Act, and the Act should not be restricted in 


interpretation only to services related to consumer transactions. This has raised concems in the medic 
community with regard <o the sanct 4 of the doctor-patient relationship, the spread of defensi 
medicine, and the fear of doctors being h std Bap ioe for problems caused by the lack of suppe¢ 
services such as clean blood banks, nid ilance services and ware medical services. 


426 The issue is complicated by the fact that there is no standardized medical audit system whi 
an provide patients and the legal community with ipa on ee acceptable procedures f 
diagnosis and treatment. The need for documentation with regard to standard medical care is urge 


not only for the cenefit of ihe patient, but also for the ropes? regulation and accountability of t 
f+ 


medical profession. As a result of the CPA, the J - an Medical Association (IMA) has recommend 
that the MCI Ac tbe a ep} 


arepriately amended to ensure more complete accountability of doctors. Wh 

no such regulation would be proof against cr error, the medical profession would hencefo 

operate under the scrutiny ai as supervision of the ey MCI Act. The IMA also recommended; 

order not to overburden the legal system, that only cases involving er dimensions be referred 
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founal would be constituted in the am fa civil court, receiving the greate 
priority and attention in disposing of cases expeditiously. In the state of Karnataka, for example, the 
are currently about 25 such cases pending judgment in the court puseeg 
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427 ‘The overall strategy for the health scc pes take into account the existing levels of priv 
oS: ae Bog ion of services at the ae level. State governments should play an active role 
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Strengthening Linkages benveen Governmeny and Non-Goy 

3 States Should increase efforts to involve NGOs in the area of preventive and promotive care and 
provide them opportunities to work with PRIs. Support for NGOs should be in 
areas ‘as social marketing of essential drugs and contraceptives, 
education activities. The Govemmment should actively seek 
disseminating public health m 

communication (IEC) activities. 
health care and first referral s 
Contracting 


ernmental Organizations (NGO), 
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and inal 
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benavior changing health 


information, education end 
moted in the delivery of primary 
where outreach is limited. 
areas to the NGO sector, which hes a 


access to such health services for some disadvantaged groups, 


Increasing Opportunities for Contracting Out. State governmenis should, wherever economically 
attractive, contract out support services such as laundry, kitchen, landscaping, dietary services, 
Sanitation, security and mainstream diagnostic and clinical services. In addition to economic 
considerations, state governments should take into account the quality of services, which will 
require improved management skills. Administrative procedures an 


ind guidelines, and adequate 
accountability functions will also need to be in place to facilitate the contracting-out of services. 


Expanding Capacity for Monitoring and Certification. The Governme 


ment’s capacity to monitor, 
register and certify private health care provision, especially qualifications of doctors and other 
medical personnel and the quality of their services, should be strengthened, State governments 
should enact legislation and issue guidelines to register nursing homes and private clinics/hospitals, 
and ensure minimum standards of care. Some of these functions could be undertaken 
collaboratively by the central and state governments, while others could be undertaken by a 
professional body such as the Indian Medical Association in accordance with all-India standards. 


CENTER-STATE MINANCING Ass 


Aes Introduction 


5] Over the past two decades, state governments have directly provided Ae 73% percent ¢ 
total public resources for health on average, the central government about 25%, either directl 
through grants for centrally sponsored schemes managed by the states, and the rest 1s provide 
urban municipal bodies. This chapter focuses on center-state responsibilities for health in the p 
sector. It includes a discussion of the administrative set-up and budgetary processes in the he 
or, inter-state equity issues in the transfer of central funds to the health sector; the levels, trend S 
pattems of health expenditures at the state level: and the mechanisms of adjustment effects on ce 
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state transfers. 


B. Center, State and Local Government Responsibilities in Uealth Financing 
52 The -provision of health care is a responsibility shared by the state, central, and 
govemments. Although it is effectively a state responsibility in terms of delivery, the ot 
responsibility for health is at three levels. First, health is primarily a state responsibility. Second 
center is responsible for health in Union Territories without a legislature. The center is also respo n 
for developing and monitoring national standards and regulations, providing the link between the 
governments and intemational and bilateral agencies, and sponsoring numerous schemes throug 
provision of finance and other inputs for implementation throughout the state governments. Third 
the center and the states have joint responsibility for programs listed under the concurrent list. 
and strategies for the public sector in health care are established in a consultative process invo 
both the central and state governments through the Central Council of Health-and Family We 
yes soil state can ‘ormulate its own health policy, in practice state governments have to 
vin th premiers of ie NH. Wihin te ovr ambi of national poles, thee is sul 
nemes in contormity with local conditions. The mechs 
pee lll Be a baa health programs at the state level has the potential to re 
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Figure 5.1: The Structure of Government Health fina 
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5.9 State Governments finance the bulk (97%) of curative hospital care, as well as a significant 
Share of expenditure for operating the primary health care infrastructure in rural areas. Central grants 
partially finance the disease contro] programs and the centrally-financed “rural health” scheme under 


the public health head which provides some resources for operating primary care facilities. The state 
g0vernments bear all other costs of non-hospital rural services. 


5.10 Central intervention in the health sector is both through the design and operation of centrally- 


sponsored programs as well as through Support for infrastructure development, A major vehicle for the 
latter is the National Minimum Need Program (NMNP), a mechan 


a ‘nism that allows the center to 
influence and encourage states develop infrastructure for rural heal:h. water Supply and nutrition. The 
NMNP is part of each state govermment’s own plan, but for each rupee that the state spends towards 
these minimum needs, it receives a matching rupee from the center as t 


Ce . In other words, 
disbursements under one of the central national programs is ticd to the states’ own cfforts to fulfill 


Minimum requirements of rural health infrastructure. 
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OF the total amount cransferred as grants by the states to local bodies, over 95% consist of - 
c purpose granis to su prort social service facilities run by local bodies, such as grants to support 5 
salaries 0 of Panchayat oe tanchers, and grants to support salaries of paramedical staff in rural health 
centers. Less than 5% consists of general purpose grants over which the local authority has flexibility” 


of use. Such grants have remained more or less constant in nominal terms in all states, over the past” 
four and half decades. 


5.14 Insum, the existing fscal and administrative set-up in the health sector is complex and hinders — 


effective financing and accountability for decentralized management of health facilities. The center- 
state financial transfer mechanisms along with the plan and non-plan breakdown of the budget and the 
two separate structures for the ee and Family Welfare Departments is ineffective in providing” 
essential inputs, correcting inequities between states, strengthening decentralized management and 
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monitoring program per:crmance. The entrai and state governments should consider: (1) a substantial 


review of the fiscal structures anc SR dives in ibe health and family welfare sectors including the 
roles of central, state and local government financing in the provision of basic inputs; (ii) the 
development of program budgeting tools at the central and staté levels to monitor and evaluate 
expenditure for important schemes; and (iil) the development of fiscal tools to enable greater 


location, alternative financing mechanisms and with choices between 
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9.17 Second, since plan sch On-plan schemes after five years. states are 
vary of participating in projects initiated by the central Sovermment under plan budgets. Participating 
implies that the state will bear che responsibil 


| ity for recurrent costs in subsequent plan periods. For 
example, extensive construction of 


primary health centers (PHCs) under one plan period can become a 
lability during the following period, when all operating costs must! 
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Ocation, and the center has completed its assistance. The Integration of Indian Systems of Medicine 
doctors into PHCs, undertaken by the central government in many sta 

how be supported by the states. 
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5.18 These factors point to the conclusion that centr 
nave not been commensurate with the needs of poorer states where socio-economic and health 
indicators remain depressed. Moreover, because of the differential impact of stabilization policies on 
ate resources for the health sector, some poorer states have suffered disproportionately from 
imbalances and cutbacks introduced into the system at the state level. There is, therefore, a growing 
need to provide increased supplementary central funding to the poorest states where altemative sources 


of revenue are limited for the health sector. Supplementary financing could be provided to those states 
Most in need which are taking credible steps to improve their overall! finances. 


al transfers of resources for the health sector 


id Government Health Expenditures: All States 


5.19 In India, governments account for about 20% of tota 
to include medical, public health and family welfare ser 
directly from out of-pocket sources: 
(about 3.3%). It is important to str 
the public sector caters largely to t! 


| expenditures on health services, defined 
vices. About 75% is funded by individuals 
indirect funding through health insurance schemes is limited 
ess that, apart from some services provided at teaching hospitals, 
1€ poorest segment of Indian society. This is important for assessing 
the adequacy of government expenditure in providing health services, the pattern of allocations and the 
desirability and feasibility of increasing cost recovery for services. A second factor of some importance 
in analyzing publicly financed health expenditures is that the population’s health is directly affected by 
Several government programs outside of the departments of health. These include domestic water 
Supply, sanitation, nutrition and housing in addition to those welfare programs which directly and 
indirectly increase the purchasing power of the poor and their a tity to adopt a healthy and hygienic 
lifestyle. Most of the discussion in this chapter uses a narrow definition of iia tg 
expenditure -- that spent by the departments of health. Othe: expenditures are included only 
Selectively. 


5.20 Overall, health expenditures are a small share of total governmen 


{ expenditures and the trend 
Over the past two decades has been downward. Whereas the share was 3.8 percent during the period 


1974-78, it had fallen to 3.4 percent between 1986-90, with most of ‘he reduction occurring a 
later years (Tulasidhar 1996). However, publicly financed health expenditures broadly maintained ria 
share of national resources at around | percent of GDP, since government expenditures have been 
increasing at a faster rate than GDP over the period. The fall in the share of government expendi 
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21 The fall in the sare of health expenditures in total government eae ae bi “ 
hemmed trom. 2 9GHe 1991/92 to 2.6% in 1994/95 (budget estimates) (Dugg andraj, 
re ate Boe - nei eee nment’s share has been largely "maintained (at under 0.50 percent o 

ae — the recuetion is due solely to falling expenditure shares i UF eS 

share resuited in a lower ‘ovel of real expenditure equal to about 4 percent less by PE 

to 1990/91. This was on! partially compensated for in the following two years. 


§.22. Notall catesories of health activity have been subject to the same trends. Between the peri 
1974- 78 and | ae ), the share of the mainly curative medical services decreased from 65 tg 
percent, and that of of public health from 21 to 19 percent while the family welfare-share increased Yt 

i4 to almost 19 setae These changes in shares reflected ditferences in real percentage increases 
the pericd of 49, 42 mal 102 percent for medical services, public health and family welf, 
respectively. In contrast. curing the first two years of adjustment when real expenditures on healttg 
by 4 percent, both medica! services aid family welfare shared the major brunt, while the public he 


allocation remained virtually constant. 


5.23 Public secior health budgets at the state level, which include all non-hospital primary he 


als up to the district level, are financed out of three distinct budget sources: 


cget that finances the recurrent cost of maintaining the infrastructure and l 
of services established thr 


rougn previous plans; (b) the state plan budget that finances schemes initi 
a} 41 


by the state during thse current t five-year plan, as well as the state’s component of financing centr 
sponsored programs: and (c 


(c} the central plan grants that finance the central component of nati 
programs. Total spending in health and family welfare at the state level is financed out of these th 

ifferent budget sources age the ratio of 68:14:18 (1990/91). The corresponding ratio in) 
case of drinking water supply is estimated at 28:56:16. 
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5.24 The composition of the health budget of state governments by these different sources of 
iS significant from the standpoint of protecting public health spending in the context of general fi 


contraction. The degree of financial constra ih can be very acon On these three different bil 
sources. Typicaily, the non-pian budget of each state j S constrained by the overall revenue positio’ 
that state, supplemented by the statutory centr: tt eanieree recommended by the Finance Commiss 
the state plan budge: is constrained by the non -plan gap of the state and the untied central assistané 
state plans, whose level is determined by the Plannine 
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devoted to health was 5.8 percent. The range was between 4.7 
Where the share was much lower). In 11 of these 16 
shares in 1994/95 compare to an 


the average share has fallen, the range has narrowed implying that e 
States such as Kerala and Punjab have Increased more Slowly than 
and Uttar Pradesh. This recent tren 
calculated gini coefficients to descri 
time periods back to 1970-74. Overall, and for the individual categories of medical services and family 
Welfare, the results indicate decreases in spatial Inequalities over time while for public health they 
indicate an increase. The overall results contrast with those for expenditures on nutrition programs 
which show a substantial widening 


of inequality between states. Despite the narrowing, differences in 
per capita health expenditures across States remain very wide. In 1994/9 
Bihar to Rs. 122 in Kerala 
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d also reflects the medium term trend. Tulasidhar (1996) has 
be inequalities in per capita expenditures across states over four 
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F, Mechanisms of Adjustment Effects on Center-State Transfers 


3.26 _Several recent studies have attempted to document the effects of the adjustment process on 
public expenditure by different Categories of states. For health, the most detailed is by Tulasidhar 
(1996). Table 5.2 describes Part of this analysis, from 1988/9 to 1992/93 for all states and for three 
Separate state income categories. The choice of base year influences the implications of the figures. 
With 1989/90 as the base year (as chosen by the author), the poor group of states witnessed a 


consistent fall in real expenditures while there were moderate increases in middle income states and a 
small increase in the richer states. 
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5.27 With 1990/91 as the base, expenditures fell slightly in the middle and richer states and more so 
in the poorer ones. Compared to 1988/89, however, each group of states in 1992/93 had higher real 
expenditures. Whatever the base year chosen, however, the peak year tor expenditure was 1990/91 
and falls of between 2 and 5 percent followed in the 1ext two years 
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Group again reduced expenditures in medical services, maintained those for family weifare and disease 
control and significantly increased e:cpenditures in public health. The noor states recuced expenditure 
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5.29  Aseparate study of the :mpact of aqjustment her Gupta (1993) on public expenditures uses a 
to 1993/94 and includes water ap Diy sanitation, housing and urcan development together with health 
expenditures. In that year, th: rrowth in state social expenditures was below the overall growth in 
state expenditures across al! stazes and for the low income group was equal to only half the growth rate 


acrass all states Further, in ties law income OTOMD Ox F states alone. the growth was below the rate of 
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‘nflation. The study also notes hat over the past two decades, government financing of health services 
across India has demonstrated 2 downward trend in rel: ‘tion to both total government expenditures and 
GDP. Within this trend there !:ave been variations between individual states. Overall, the variations in 
expenditures across states nave narrowed in relative terms though the absolute differences in per capita 


expenditures remain VCry WIGE. 
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§30 The process of adjustraent can affect the output of government health spending by affecting: (a) 
the quantum of napeeial resources available with health ministries and departments; and (b) the unit 
costs of providing healt! care. Fiscal contraction by the central government is translated into tightening 
of budget constraints at the siate level through _ rent mechanisms, corresponding to the three 
different sources of financing ‘.ealth expenditures at the state level, namely by the non-plan budget of 
the start, the state’s cwn plan oudget and the budget of centrally sponsored programs. Figure 5.2 
shows the different channels through which impact of adjustment is conveyed to the state level. 
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5.31 There are two kinds of pressure on the financial resources of state governments, namely: 


exogenous macroeconomics factors and contraction of central transfers to states. A deceleration or 
decline in domestic industria: output, for example, may lead to a reduction in tax revenues collected by 
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spcnsored programs. Reductions in allocations to centrally-sponsored health sector programs are the 
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Kigure 5.2: Channels Through Which Structural Adiusiment 
Affects Health Spending 
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Source: “India: Policy and Finance Strategies for Sirengthening Primary Health Care Services.” World Bank 
Report No. 13042-IN. May, 1995. 
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5.33 Central transfers to the non-plan budgets of states, consisting of tak sharing and gap filling 
grants, are statutorily determined by a quasi-judicial body called the Finance Commission: such 
transfers are therefore not at the discretion of the central ecu and hence not vulnerable to 
contractionary pressures by the center. On the other hand, central plan transfers to states, both tied and 
untied, are largely at the discretion of the center and hence more vulnerable to central policy. 


5.34 Untied transfers from center to states, called “central assistance to state plan’, consist of 30% 

grants and 70% loans in the cas: of the 14 major states, and of 96% wrants and 10% loans in the case 
of the special category states, which are mainly hilly and Sno sails ‘ tribal states plus the state of 
Jammu & Kashmir. The center is free to decide the quantum of assistance to each of the special 
category states, whereas the assistance to-the 14 major states is distributed among them on the basis of 
an objective formula called the modified Gadgil formula. However, even in the ase of the latter, only 
the inter-state distribution is formula driven; the total quantum of such assistance is at the discretion of 
the central Ministry of Finance. 
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5.30. 1] Iditian to the faet outlined above, there are also other macroec onomic pressures that t 
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operate on state revenues, such as (1) reauction in small savings by hous seholds and (11) the des ‘aluation 
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from naticnal savings schemes, operated by post 
offices and linked with tax incentives, are on-lent by the center to the states as a loan under the non- 
plan account; any decline in such collections would thus re duce the quantity of central loans available 
to the states, A major devaluason of the currency, by affecting t he cost of imported inputs, especially 
drugs ar ud pharmaceuticals, could affect the unit cost of he alth care financed by the government. Even 
if financial allocations are maintained, the real value of such allocations could decline due to an 
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abnormal risé in the unit costs. 
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G. Recommendations 
537 The following recommendations are suggested to improve the existing complex structure of 


wi 


fiscal and administrative set-up in the health sector and the inter-state inequities in the transfer of funds 
from the center to the states, as weil! as to better prepare the states to address financing issues in the 
course of designing fiiture strategy: 


ee ee 


t 

e ‘The state governments should consider, through their Ministries of Health and Family Welfare and: 
Finance, a substantial review ia the fiscal structures and procedures in the health and family 
welfare sectors including the roles of ihe central, state and local govemment financing in the | 
provision of basic inputs. Soine of this is occurring at the state level in the four states where Bank- 
financed health systems projects under implementation are und iertaking more systematic planning 

of state and local level health secior related activities through their strategic planning cells. 
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e The state governmenis should develop fiscal tool nakic o 
é menis should develop fiscal tools to enable greater experimentation with resource 


H 4) nite ba) an ¢. rite ¢ fae i) : 
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financing of health care services. A oes 
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zealin and Finance would ssential to work out the opportunities for such activities. 
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remain depressed, supplementary Sin G cle, 
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CHAPTER 6 


PUBLIC SECTOR HEALTH EXPENDITURES IN THE FOUR STATES 


A. Introduction 


6.1 This Chapter provides an analysis that is complementary to the center-state financing issues in 
the health sector that were examined in Chapter S. It focuses on health expenditures at the state level, 
which currently account for about 73% of public 


c expenditures on healih care in India. Ilustrative case 
Studies of trends and patt 


terns of health expenditures in four states are presented to provide a 
comparative perspective of health expenditure patterns generally at the state level. A review of selected 
aspects of state level public finance in the states of Kamataka, Punjab, West Bengal and Andhra 
Pradesh is initially presented to provide some background against which to view the main concern of 
this section -- state goverment expenditures on the provision of health services. As part of the 
exercise, total health expenditures in the respective states have been disager 


egated and re-classified by 
level of service. 


6.2 This chapter reviews public financing of health care from the perspectives of the state 
governments. Public expenditure analysis provides several opportunities for examining priorities, 
evaluating government intentions, policies and implementation, particularly in times of economic 
austerity when resource choices are unavoidable. Sectoral expenditures over time measured against 
total expenditures or national income, provide a basis for evaluating the importance of the sector and 
changes in its importance in terms of pre-empting resources. Expenditures across states and 
disaggregations of expenditures by categories of activities also provide information with which policy- 
makers can re-think their own priorities. Efficiency aspects and effectiveness of public programs play 
an important role in such decisions of policy-makers. However, equity aspecis in the provision of 
health services must also play an important role in a country like India where nearly a third of the 
population live below the poverty line. Eighty percent of health expenditures in India are bore directly 
by individuals; equity aspects should therefore remain important because government services in 
general are utilized by the poorest sections of the population. 


B. State Finances 


6.3 Trends in the level and composition of public expenditures on health and family welfare need to 

be seen against the backdrop of the overall developments in state government finances -- both prior to 

the economic and fiscal crises of 1991/92 and during the period of adjustment and including specific 

policies enacted by particular states outside of the context of adjustment. Through the 1980s, overall 
| 


‘ 
‘ 


State government revenues grew at a slower cate than expenditures leading to the emergence of 


revenue deficits and the growth and chanping composition of fiscal deficits. In the more recent period, 

, % } ~+Try : ea oe . Cr . 
State finances have been influenced both by the nature of macroeconomic adjustment, which affects 
overall tax revenues, and by fiscal adjustment by the Central government which has affected the size of 
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the Central governments transfers to states, particularly :o¢ grant component 
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>) of ne states was equal to 3,0 percent of GDP in 


6.4 The EomGuiy pross fiscal deficit (GF! % edie 
re eens re ; etate deo (aa Taster ortion o 
1986/87 and to 3.2 percent in 1993/94, Calculations of individual state deficits as a prop 


SDP) that for cl eleven most populated states the average 


suggest 10 
+ percent between 1990/91 and 1994/95, Differences between states, 
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however, are guile substanual, Table 6.1 presents the data for Andhra Pr adesh, Karnataka, Punjab and 


i . 
West Bengal from 1990/9! to 1993/94, Apart from Andhra Pradesh, in each state the deficit nas fallen 


own State Domestic Product 


mereased slightly, from 4.2 to 
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Gross Fisca! Deficit as Pronortion of State Domestic Product 
« 1900 i 


Cd 0/91 


1992/93 / 1993/94 


“Age 


| n/a 
\ Andhra Pradesh_ -3.3 -40 
Note : Measurement of state domestic ae may differ sli if? hily between statcs. This may affect comparisons 
between states dui not treads within staics, No estimate of SDP for Punjab in 1993/94 is available. 


Source: Reserve Bank of India Bulletin rae ATIOUS iSSucs), 
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6.5 The gross fiscal deficit largely reflects the combined balances in the revenue and capital 
+ ah Oates TOR y/2Q 1 ~ TOR KIO 

accounts. Between 190/31 and 1986/87 a deficit on the ageregate states’ revenue account occurred in 


only one year. Since then, deficits have occurred in each year. Adhough trends in the revenue deficit 
are unfavorable for all states eee: the position of individual 
Kamaiaka has had relatively small nue deficits in recent years and a small su lus in 1993/94 
(Table 6.2). As a percentage of ne the revenue deficit/surplus was -0.7% in 1991/92 and +0.6% 
in 1993/94. In Andhra Pradesh, the deficit remained equal to 0.5 percent over this period, thouel 
increased to 1.4 percent in 1994/95, Punjad has had more substantial rev enue deficits, wee in Be a 


they were equal to -2.4% and -2.2% of SDP 


terms and as a share of SDP. tr 1991/92 and 1992/93 

respectively. Ther MHS GF Wace Re ; 

respectively. The revenue deficits of West Bengal have also increased since 1989/90 thouzh not yet to 
o 


the extent of Punjab. 


States again is far from uniform. 
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Box 2: Financial Situation of the State and Imonlieat 


Ajsas ~4e 


: 
The Example of Andhra Pradesh 


Andhra Pradesh has been under considerable financial Stress since the unid-1980s due 
revenue as a share of its gross state domestic product (GSDP), tire 


te the declining tax 
¢ extremely low buoyancy of tax and non-tax 


revenue, rising public expenditures especially on subsidics, salaries, poorly targeted welfare programs, and sharply 
falling longer term investments in infrastructure and social sectors, and non-wage O&M. The increase of the fiscal 

j deficit to a level between 3 to 4 percent of GSDP, outstanding debt as a share of GSDP of 2+%, and interest 

}payments of 12% as a share of total revenuc highlight the deteriorating financia! situation. While the fiscal 
situation and its rate of deterioration have been somewhat worse in Andhra Pradesh than the average of 14 major 
States, the lessons are applicable to other states as well. 


The state has not been able to generate the amount of revenues needed to meet its budgetary requirements. 

Its tax revenue has been declining since 1986/87 when the proliferation of rates and tax concessions made 

administration difficult and inefficient. The introduction of full liquor prohibition in 1995 aggravated the revenue 

Situation and contributed to the decline in tax revenue from 9.5% of its GSDP in 1986/87 to 6.8% in 1995/96. The 

very low buoyancy of both tax and non-tax revenue is a critical weakness of the state’s revenue system and one 
}which has not been adequately addressed by the tax reform measures of the past two ycars. 


The problem of the deteriorating fiscai situation and low Icvcl of revenue generation is compounded by 
Andhra Pradesh’s expenditure priorities. There has been a proiiferation of welfare programs, an increasing salary 
bill which has grown at an annual rate of 5.7% in real terms over the past 10 years and a rise in the shares of 
subsidies. The cost of these has been smaller allocations for investment in the social sectors and non-wage O&M. 


| This has led the share of health and family welfare in the total state revenue budget to decline since the early 
1990s. 


Andhra Pradesh musi take credible steps to improve its overall finances through reprioritizing 
expenditures and enhancing revenues. This will help to better address health sector needs as well. Within the 
Whealth sector, the state nccds to address the issuc of public expenditures which are skewed in favor of tertiary | 
facilities and low expenditures on drugs, cssential supplics and O&M. The state must also enhance and prioritize | 
expenditures on health through in-reasing health allocations within the overall budget, allocating 75% of 
incremental rcsourccs in the hea!th sector to the primary and secondary Icvels over the next 3-5 years, and 
increasing allocations for non-salary recurrent costs over the next 2-3 years. The government has initiated a move 
ye this end through policy changes in the ongoing Andhra Pradesh First Referral Health Svstems Project. This | 

project is helping, improve cfficicncy in the allocation of health resources through policy and institutional | 
development and performance of health care through improved quality, Coverayc, and cifectivencss of health 
programs. Bettcr sectoral resource allocation and enhanced cost recovery with exemptions for the poor will elpt 


improve provision of basic health care services in the long run. 


4 a . Fad I 1 . | 
Source: India - Andhra Pradesh: Agenda for Economic Reforms. World Pank, January, 1997. ; 
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>.6 ; yf increased revenue doficits in general, ‘he nature of the fiscal deficit, 
0. As a consequence of Increased feVeEnly Livit fe 


Whereas, previously, borrowing had been required 
1O9A/95 over a quarter of the borrowing was to 


2 fe te tn tha aniital account by 
only for covering deficits in tre sapttar avy the fini n 
‘ Pe aecinc is particularly revealing of the financial health of 


state covernments, since it represents the pre-emption of borrowed funds for meeting current 
srate oC verni ents, SMWICC Le 2. eos A Ditrveatl, 
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expenditures. In Puniab, the revenue deficit contributed over 50° of the GFD in shila and | 
; ao, im 1004/95. In West Bengal, the revenue deficit was 43% of GFD in 
budgeted to be about 37 ino: 24/95, In West Bengal, the 3 3 
Oe EG 4. a eer 
1992/93 and was scheduled to r:se to over 62% in 1994/95 A sucstantial er ae SO bare in 
. et ; 
Andhra Pradesh where the share increased trom 17 to 32 percent. In Karnataka, the revenue e icit 
ED in 1992/93 but made no contribution to th fiscal deficit in the following 
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hence the borrowing requiremens, as changed. 


cover deficits in the revenue account, 


ao 


was 12 percent of the G 
two years. 


6.7 Budget deficits have led to -rereased loans and indebtedness. At the same time, interest rates 
have increased. Asa result, inierest and capital repayments are high and growing. As a percent of total 
state revenue in 1985/86 and 1993/94 they doubled in many states and trebled in some. Across I1 


major states in 1994-95, interest payments averaged 18.0 percent of revenues -- in Karnataka 14.7, 
Andhra Pradesh 14.8, West Beneal 19.1 and Punjab 22.4 percent. Interest payments are increasing at 


, 
an unsustainable rate and are resulting in a falling share of development expenditures, including those 


in the health sector. 
, a 
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68  Inall four states, government health and family welfare expenditures are well below the level 
considered adequate to meet public health priorities (World Development Report 1993); and below the 
levels required to achieve the service norms set by the Government of India (India: Policy and Finance 
Strategies for Strengthening Primary Health Care Services). Punjab spends less than 0.9% of state 
domestic product, Andhra Pracesa and West Bengal i.1 percent and Kamataka around 1.3 percent 
se 5.3). In addition, compared io the early and mid 1980s the shares have declined in three of the 
our states. The decline has been esnecially steep in West B | wh Adi 
around 1.5% of SDP in pte je en es, ae et 7 oe Se ae ¥ a 
1993/94, in Punjab and Andhra Pradesh, the sl é eli al enteike apm mie anaage 
una 4 aces, tne share fell also. In Marnataka, the share is back at the 
same level as in the carly 1980s (at around |1.3% of SDP). 
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~ by Punjab and West Bengal (Table 6.5). 
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D. Per Capita Expenditures on Health 


6.9 Measures of aggregate resources devoted to public sector health programs do not convey the 
absolute levels of real expenditure per capita (Table 6.4). Despite the relatively low share of public 
fesources devoted to health in Punjab, real per capita expenditures have been the highest of the three 
States and have been maintained at roughly the same level since 1930/3] (between Rs. 30-35 per year 
at 1980/81 prices). Per capita expenditures which were lowest in Karnataka -- between Rs 20-25 per 
year at constant prices during the 1980's have risen since 1991-92 to around Rs. 30. West Bengal 


displays the most disturbing trend. The fall in real expenditures per capita has become pronounced in 


recent years, from Rs. 25 per year in 1980/81 and Rs. 26 in 1990/91 to Rs. 22 per year in 1993/94. 
The decline has been most serious for non-salary recurrent expenditures. 


Table 6.4: Per Capita Expenditures on Health and Family Welfare 
a (in 1980/81 Rupees) 


93/94 | 94/95 
80/81 | 85/86 | 89/80 | 90/91 | 91/92 | 92/92 Rano. 


RE: 
Kamataka 19.00 | 22.32 26.00 | 24.12 Za) 


22. 27-83°"| 30.2851=33.31 
| Punjab 2913) BE9S|} 38-06 36-18 | 3450 ies 31.16 
| W. Bengal 24.63 TREO. 22:36 rip aGiOF be shee 


20.99} 2.99 =-20-95 
Source: State Budget Doc:rments. 


6.10 Despite the differences between the states, the per capita expenditure in each is low. In 
1993/94, per capita expenditure at current prices was Rs. 100 in Punjab, Rs. 90 in Kamataka, Rs. 72 in 
West Bengal and Rs. 65 in Andhra Pradesh (or between US$ 2-3 per capita). The expenditures are 
well below those required to fund the health provision norms set by GO! which, in total, would require 
a 50 percent increase in budgetary allocations over the current level. 


E. Uffects of Piscal Adjustment on Health Budgets 


6.11 Spending on health and family welfare grew at around 12-13% per annum in nominal terms in 
the four states between 1980/81 and 1990/91. At constant prices, annual growth rates were in the 
range of 2.8% to 4.4%. Expenditures grew most rapidly in Karnataka and Andhra Pradesh, followed 


6.12 The consequences of the economic and financial difficulties at the start of the 1990s and the 

Tesulting adjustment measures have differed across the three states. In West Bengal and Punjab, 

expenditures fell in real terms in the first year of adjustment. While there has been a partial recovery in 

Punjab, the level of expenditures previously attained in West Bengal have yet to be regained. 

Expenditures fell by 16% in real terms in 1991/92. Although the growth rate increased in subsequent 

years, the absolute level of real expenditures in 1993/94 was still below tnat of 1990/91. In Andhra 
SARS 
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Pradesh real expenditures in 1993/94 were around 4 percent higher than in 1991/92. In Punjab, the 
; ‘9 rh andituree fell hy almancf 4% Real ‘. 

nominal growth rate in 1991/92 was positive, but real expenditures fell by almost 4%. Rea! growth in 
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Subsequent years was very small so that the level in 1993/94 was (slightly) below that in 1990/91. 
Kamataka has been the most successful in sustaining high real growth rates resulting in much higher 
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6.13 It would appear, eee that the effects of the fiscal crisis and the canseqien ae 
measures on the overall budgetary position were handled in such a way In Karnataka wa : 
sector was not unduly affected. Conversely in Punjab and We: ce ngal there were declines in re 
| ; wealth particularly in West Bengal, 
| 


| ) | = real 
these trends are of concern. Special mechanisms will be roo od t Hepes and raise the level of : 
; = x r- 
expenditures on health in these two states. While in Andhra Prades sh, real expenditures were initially 


maintained, the state’s decisions to both increase the rice subsidy and reduce income from liquor ope 
have led to a fall in health expenditures as a share of state GDP from 1.13 percent in 1993/94 to 0.8 
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expenditures. Given the relatively low level of expenditures 0 


percent in 1995/96 (budget estimates). 
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F, Share of Sudevetarvy Resources Devoted to iealth 


6.14 Health and Family Welfare budgets in the four states generally absorbed jess than 10% of the 
total state revenue fate throughout the 1980's (Table 5.6). In each state the share has declined over 
time suggesting that during the period of adjustment past trends have been exacerbated, rather than 
reversed. This decline in shares occurred despite’ the rise in real per capita expenditures in all states up 
to 1990/91, indicating that total state government expenditures rose even faster than health 


expenditures, Since 1990, the budget share has increased in Karnataka (from 6.1 to 6.4%), but fallen 
further in West Bengal (from 8.4 to 7.2%), Punjab (from 6.6 to 5.3%) and Andhra Pradesh (from 5.9 


to 5.4 percent). 
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|_1980/81-90/91 4.4 4.3 | 8 
| 1991/92 57 | 3.8 ae eee : 
(1992/93 13.4 | 0.5 | 0.4 | ‘2 | 
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G, Composition of the Health Budgets 


6.15 c 7 and) ; <a oF ih - ae ’ 
The allocation of Spending between primary, secondary and tertiary level facilities and Services 
Is not readily available in state budget documents. The approximate s 


1 ’ . 
ae side ate snares can oe obtained only by 
reclassifying individual line items. This exercise has been undertaken in varying degrees for each state. 


6.16 West Bengal. The total health budget in West 
been re-classified under five heads: (1) | 


urban health care facilities (iv) items of general expenditure and (v) medical education (Table 6.7). 
Primary care comprises expenditure on public health, family welfare, rural health services (allopathic 
and non-allopathic) and urban non-allopathic services. Expenditure on Employee's State Insurance has 


been placed under urban health care facilities since the scheme covers workers in the organized sector 
of industry, which is mainly located in urban are 


Bengal for the years 1989/90 to 1994/95 has 


orimary health care (ii) rural hospitals and dispensaries (111) 


as. 


Table 6.7: West Bengal -- Com 
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> allied ial COS DCE TS ETS 
[1.Primarycare —|_39.66 | 38.19 | 40.30 | 38.5 
[eee ee aa 


Subsidiary centers jee 


Rural health service. 


(non-allopathic) 42 0.009 0.009 0.009 

Urban health service | 

School health scheme a - | Be =o : pe ae a 
12.42 
Lo eo Pe ee een cose 


‘It. Rural Hospitals & : sie de 
Dispensaries eee 2.42 | 98 22) la Pa 
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Dispensarics 
Enployces' State 
fnsurance 

IV. General 
Direction & Admn. 


Medical store depots 
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Other cxp. 3 - .2| 00 | a > 
V. Medical Education 

6.12 7.01 6:47 _| 7.44 7 
Total (Rs. crores) |_ 322.77 | 445.2 | 386.96 | 426.55 


Source : Govt. of West Bengal, Budget Documents. 


6.17 According to this reclassification, primary health care absorbed around 49% of the health 
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budget in 1989/90 and this share has been maintained subsequently. The share for urban (secondary 
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, , of the 
sector work has demonstrated that there is considerable under-funding nationally of this segment ri 
health services in relation to both needs and prescribed norms (India: Policy and Finance Strategies 
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Strencthenine Primary Health Care Services). Moreover, it appears that these services have b 
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6.19 The share of general eeeeraeares | has also di peaeecs, om 10% to 7.5%. This 1s almost 
du share for medical stores and depots, which declined from 6.4% to 

8%. Thus, in addition to rural hospitals, expenditure on drugs and other consumable has also bore 

a 


brunt of expenditure contraction during the period of acjustment. 


ue to the reduction in th 
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6.20 In order to determine t! 
different levels of hospital ae 7 composition of non-pian expenditures on hospitals and 
dispensaries in West Bengal! during the last three years was exai eel Urban hospitals were divided 
into two categories, tertiary and secondary. Hospitals in metropolitan centers and specialty hospitals 

designated as tertiary, whiie all ae urban hospitals were designated as secondary. The results 
are presented in Table 6.8. The level of ee RE: on urban secondary and tertiary hospitals is 


broadly similar. Expenditure on rural a. hospitals 1s only one ninth of that on urban secondary 
hospitals. 


6.21 in urban tertiary hospitais, salaries and wages account for about two-thirds of revenue 
expenditure. Although there was a slight reduction in 1993/9 bout 65%), the budgeted share rose 
to 05% 1 in 1994/95. Expenditure on nee Is and supplies (including drugs) comprise around 9-10% 
ot the total, although again there was a slight dip in 1993/94. Mec eur 20 equipment absorbed over 

> % of the total in 1992/93 and 4.7% in 1993/94. Expenditure on diet rose from less than 6% to 9%. 
Expenditure on maintenance has bee 
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Table 6.8: West Bengal -- Com 


position of Spending in [ospiials and Lispensaries 


1992/93 - 1994/95 _ 


Urban Tertiary 


Fibs} ; 

_ eee! Urban Secondary Rural Seconda | 
|__| 93-53 92-93 | 93-94 | 94-95 [9293] 93-94 | 94.95 | 
| Salaries and 66.1 60.1 65.0 | a 3.4 

cf al Mt a 

Materials & 10.2 8.7 93 
Supplies a a | 
Machinery and 5.2 4.2 4.7 


[Motor Vehicles] 0.2 | } OT Oe 
[Diet charges | 5.9 | 7.1 [780 | 2 aid aS | 15.8 | 15.0 
Maintenance 0.06 ee 

22 2.8 


Aid to non- | 3.0 
| govt. hospitals acs 
ae : 
| Oth. 
74.49| 87.58| 88.30 10.06 
crores a 
Note: Total refers to Non-Plan spending only. 1993/94 exnenditures are revised estimates and 1994/95 
expenditures are budget estimates. 
Source: Government of West Bengal, Budget Documents. 


6.24 Karnataka. Budget allocations in Karnataka were disa gregated and re-classified into 
functional activities: primary health, family welfare, secondary and tertiary health, medical education 
and training, and administration. The percentage distributions from 1990/91 to 1994/95 are described 
in Table 6.9. 


Medical Education | 9.1 
Secondary & L--- yeg 
| Tertiary ) 

Public Health 
Family Welfare | 
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Source: Governiment of Karnataka, Budget Documents 
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6.28 Throughout the period, primary health care and famh) welfare absorbed aia eval i 
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the total health budest. Secondary and tertiary care combined absorbed between 42 ¢ , 92 
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medical education and training, around 10 percent. The most sotable change i He 
: -od by 23 percent a year compare th 
: cent fe imary health care. 

16 ary care a nercent for primary health 

lowest growth rate of 16 percon: tor secondary and tertiary care and 18 percent tor p : 


en Oy eee o% eontrally sponsored scheme. 
It is of interest to note that fam:y welfare 1s a LO0% centrally sponso 
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family welfare. For this activin’, nominal expenditures increa 


Kamataka is the substantial degree of 
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6.26 Complicating the disaggregation of allocations ; . 
: rf : While most of the health functions of the 


decentralization to the district councils or Zilla Parishads. | | 
councils relate to primary health care and family welfare, they also include community and some 
district hespitals. From a review of the budgets of one Zilla Parishad from 1990/91 to 1994/95, the 
share for these facilities appears to have fallen from 23 percent to 5 percent. If this is typical, the rural 


' } : ‘ . and mroeenre similar ! ; 
hospitals in Karnataka have been under severe and increasing pressure Simhat to the apparent case In 


6.27 Punjab. Health expenditures for Punjab were re-ciassified under primary, secondary and 
tertiary health care. Primary’ care was defined as including primary health centers, sub-centers, 
services from non-allovathic systems of medicine (apart from teaching), family welfare (apart from 
MCH, included at the secondary ievel), discase control programs, drug control, public health 
laboratories and paramedical training. Secondary care includes MCH, CHC and district hospitals. 
Tertiary care covers the teaching hospitals. The composition of health expenditures between these three 
levels of service is described in Table 6.10. According to the creakdown, an average of 61 percent of 
expenditures are allocated to primary care, 27 percent to secondary and !2 percent to tertiary. Over the 
five year period, however, some changes have occurred. The shares for primary and tertiary health care 
have failen by 5 and 1.5 percentage points respectively while the share for secondary care has increased 
by 6.5 percentage points. 


Table 6.10: Punjab -- Distributic 
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| Function | 1990/92 | 1991/92 


: | 1993/94 1994/95 
| Primary 63.5 60.9 56.9 58.4 
[Secondary | 23.0 265 @ilw 21 fase. (ere, 
| Tertiary 13.5 | 2.6 12.3 Mes | 12.0 
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a Bete ver tt a are expenditures. Materials, supplies and equipment absorbed 10, 25 and ig 
percent respectively. Over time, there are no clear trends in thesa distributions 


6.29 Andhra Pradesh. Maranairg and PR : 
a ; ACLS OTS. LVAD ay Cua il wernan (1995) and \ fahia re ane 
service expenditures between 1980 and 1993. A iG Sidhapatra (1996) have analyzed health 


devoted to public health increased fron 49 


a> 
a 


Wiynwha AS 
imber Uv 


‘ conclusions emerge. First, the share 


aercant Aen: bette Hwabthe tke at. . pereent while the Share for hospithis Sai pase 

percent. Within pubiic néalth, the sharn- ty. ween the var] tivities | hanged. Halaeneale 

. wee 3 _. ) USeWCCt UG VANOUS Sttivities lave chanced 1s 

snare for family planning 1s reported to have fall 1 Substantial! a z a vm Chane 

Sees reanen suostantiah. tis results from ch iti 

Second, saalaleexpendditure y level Heknitals sameaee > Pesuits Irom changes in definition. 
~ ‘ ' 7+>} al » v “1 Very 


Slightly above thee 
gntly above those for tertiary 


~ es 


a 


Ae OU RE Re ee mer rr rae te et aren 


ee ee 


PE PRS EEE CORI ERT eR 


5] 
hospitals in 1980, oy 1993 the situation w 
percentage points. The combined share of boih secondary and tertiary 
by international Standards. In a survey by Barnum 

only four countries spent | 


as reversed and the tertiary 


hospitais share was higher by 6 
hospitals (at 30 percent) is low 
and Kutzin (1993) cOvern2 twenty-nine countries, 
ess than 40 percent of their health budget on hospital services. 


H. Future Trends in Pubtic Sector Healili Mnancing 


6.30 ~The level or Sovernment resources made available for nealth services Cepends to a large extent 
on the overall pubiic finance situation facing each state. This issue of the overa:l developments in state 
government finances was discussed in Section B on state finances. With that as background and 
subsequent discussion on trends in expenditure on health, the share of resources to the health sector 
and the composition of the health budget, a brief-discussion on the state level sustainability of public 
health finance follows. 


6.31 Karnataka: Is there any reason to expect that the high growth rates of health expenditures over 
the past fifteen years will be maintained? The revenue account in 1993/94 was in surplus. The gross 
fiscal deficit is equivalent to 17 percent of revenues -- one of the smallest among the major states. 
Interest payments on debt accounted for 11.6 percent of total revenue expenditures in 1992/93 rising to 


12.7 percent in 1994/95. Public debt was equal to 26.3 percent of state domestic product in 1990/91 
and to 27.0 percent in 1994/95 


The indicators of public finances in Kamataka show some slight 
deterioration over the past few years as a result of increased borrowing for capital expenditures but 
overall demonstrate a picture of reasonable Strength. 


6.32 Punjab: The deficit on the revenue acCOUNt was est! 


mated at 13.5 percent of revenue receipts 
in 1994/95 and to 23 and 24 percent in the two previcus years. The gross iiscal deficit has been equal 
to 40-45 percent of revenue receipts over the past three years - the highest for any state. Interest 
payments on the state government's debt as a shere of total State revenue rose from 12.5 percent in 
1985/86 to 37.2 percent in 1994/95 - the second nighest among the eleven most highly populated 


States. Revenue growth from state taxes has been buoyant in recent years and well above that for all 
States combined. ! !owever, additional efforis 


u ciloris will be required both to increase revenue receipts further 
and to restructure expenditures if growth in social sector real expenditures is to revive. The relative 
wealth of the state suggests that increased revenues snould be possible to generate. 


633 West Bengal: Real growth rates in health expenditure through the 1980s averaged’2.8 percent 

a year. In 1991/92 real expenditures fell by 14 percent. Since then they have risen by an average of 
2.9% a year. The deficit on the revenue account was equal to 19 percent of revenue receipts in 
1994/95, the highest ratio across the 15 major states. This has increased from 14 percent in 1991/92. 
The gross fiscal deficit is currently (1994/95) equal to 30 percent of revenue receipts. Interest 
a ] 
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payments on the state government's debts were equal to 19.1 of revenue expenditures in March 1995. 
This is slightly above the average across the major states (18.0 percent). Outstanding debt is 
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6.35 What emerges is a muxed picture among the states for whicn this analysis was undertaken. 


Kamataka appeared better-oif than the other states in terms of its overail financial situation, but by no 
means in a situation deserving complacency. Given the outstanding debt situation of each state, the 
interest payment on that debt and the sti!l high expected fiscal deficit in coming years, it appears quite 


Clearly that it wii! be difficult Zor the states in general to substantially increase their contribution to the 


’ 
- 


health sector. Tulasidhar’s (1396) analysis of health sector expenditures, wnich includes expenditures 
Val 


beyond those included by th2 Department of Health, provides @ more positive picture than the one 
presented avove for health services alone. Nevertheless, the increase in resources to the health sector 


? 


would have to result from a diversion of resources from some other sector. Such: change will have to’ 


have strong political Support and will on the part of each state government. 


6.36 The public expenditure situation in the health sector facing individual states differs as does the 
oy one levels and patterns in the health Sectcr, nOWwever/ are sometimes not the most 
esirabie. This may occur by default or through pressures outed nes y ji 
explicit there is a sreater Lait ie fone May en sae 2 pe ms i sets 
the differences in the financial situation and bl om 8 es vt Be, Re ret oe eee 
sit ~ ehusuen and puouc sector financing of the health sector among the 
states, the following general recommendations may be considered by most states. 
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state government resources for the health sector. Over the next 3-5 years, state governments 
would need to allocate 75 percent of incremental resources allocated to the health actor to the 
primary and secondary levels of care. This would imply a lower level of cJlocations for medical 
education and the existing social insurance schemes which are poorly targeted. 


The state governments also need to re-evaluate their pricrities with regard :o non-salary recurrent 
inputs such as drugs, essential supplies and maintenance budgets. With some minor variation 
between states and the level of health care services, it appears that 75 percent of the health budget 
is absorbed by staff salaries and wages. State govemments need to ailocete adequate funds for 
drugs, essential supplies and maintenance budgets in accordance with established norms. 


The health budgets of the panchayats also need to be enhanced, in order to allow them to carry out 
their maintenance function and newly provided responsibilities. 
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A. Introduction 


7.1 This chapter focuses on user charges and cost recovery in the health sector. Us reviews cost 
recovery as a means of supplementing budget allocations for the health sector, especially with respect 
to operating or recurrent expenditures. The important questions on user charges raised in this chapter 
relate to mobilization of supplemental funds and their allocation within the health sector. These issues 
have taken on increased importance as a result of the financia: constraints faced by the states and the 
competition for budgetary resources from other sectors. The rationale for user charges arises partly 
from the need to provide sufficient resources from the state budget, and the need to prowide the correct 
incentives to address health care needs. The chapter does noi, however, cover other financing options, 
such as private and sociai neaith insurance or community financing, which were considered beyond the 
scope of the present study. 


B. User Charges: Operationai Issues 


7.2 The level of cost recovery in medical and public health services is generally regarded as low in 


India. The data behind such generalizations are based on reported revenue collection at public 
facilities, and-underestimate 2 


ctual cost recovery. They do not take into account services such as 
private nursing and diet support that families provide to patients during their hospital stay. Although, it 


is difficult to say how much higher actual cost recovery 1s compared to reported revenue data, it is still 


considered low in India. Table 7.1 below shows the perc 
public health budget in the 15 maj 
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rcentage of cost recovery in the medical and 
major States of India, based on revenue data. 
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3 Of the 1S major states, the average level of cost recovery in the health sector. based on reported 
€venue collection, for the period 1975-89 was the hichest in Punjab at 7.7%, and lowest at 1.4% in 
/ : 2 ; HAO alt abil ~ oe SO al f Se : 0 
est Bengal. In Karataka it was 5.9% and in Andhra Pradesh it was 2.7% The average for India 
wo =. / /Q, s 43 re Vick 
about 3.8%. This : 2veral developing countries wit what hi 
compares unfavorably to several developing countries with somewhat higher 


f capita income levels than India, and where performance of the public health sector has been better. 


ese countries collect about 15-20% of the revenue for the healt! et 
2 > for the he ideet throu: 
low level of cost recovery in India impli ; ; alth budget through cost recovery. The 
ery in India implies that state governments will continue to depend for most of 


their resources from the government budget. A large portion of Government funds, in tum, are 
directed to salaries (75-80%) and little money is left to spend on investment and non-salary recurrent 
expenditures. As a result, health facilities face operational deficiencies, including under-funding of 
drugs, supplies, and other consumables; shortages of diagnostic facilities and :aboratory equipment; 
and gencral deterioration of the physical infrastructure. These factors have all added to the state 
governments’ inability to deliver health services of adequate quality. 


7.4 It is appropriate to recover a part of the costs of inpatient hospital services from those patients 
who can afford to pay, while protecting the poorest sections of society. As such, the setting of user 
charges should: consider ability-to-pay criteria; view user fees as a signal for allocative efficiency; 
reflect the quality of services provided; and take into account externalities. In India, the low level of 
income generated through cost recovery currently is duc to the low structure of fees, the narrow range 
of services for which fees are charged and the inadequate mechanism for enforcing the collection of 
fees. These are discussed below. 


71.5 Low structure of fees. The fees charged to out-patients and in-patients at various health care 
institutions are highly subsidized and do not reflect demand or user welfare. The cost of services 
provided and the demand for such services indicate that the structure of fees are significantly below the 
market rate or the fee structure in the private sector. As such, fees are not used as a pricing mechanism 
to improve allocative efficiency by reducing the use of hospital services, removing excess demand or 
providing appropriate incentives to providers and patients. 

16 Narrow range of services for which fees are charged. The Government’s policy is not to 
charge for services provided at the primary level. This includes those services provided at subcenters, 


primary health centers and community health centers serving up to 100,000 people. Fees are charged 


for services at the level of the community hospital and above, including secondary and tertiary 


hospitals. However, the range of services for which fees are charged is limited and many diagnostic 
and treatment services are not charged at all. 


i Inadequate mechanisms for collecting user fees. Although government orders are in place in 
most states specifying the level and range of eligible charges, the mechanism to ensure that such 
charges are collected is weak. As a result, there are plenty of leaka 
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ges constraining the collection of 
funds. The weaknesses are both at the hospital as well as the state DOHPW. Ai the hospital level, the 
system of account keeping is outdated, and at the DOHFW the finance and audit wings are poorly 
staffed to carry out this function. The fee collection system needs to be concurrently strengthened along 
with a revision of the fee structure. /:xemptions from User Charges. il states are committed to 


exempting the poor from most of the fees for hospital services. However, adequate mechanisms are 
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on the basis of need and leva! of revenue collection. 
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7.9 The existing system of user fees in each state is based on a combination of partial fee-for- 
service, voluntary payments and targeting of the poor for exemption. Analyses in the four states show 
that increased revenue can be achieved through strengthening institutional mechanisms for revenue 
collection and preventing !oakagos, putting in place adequate targeting mechanisms, and revising the 
structure of fees periodically. User fees will be easier to implement politically once improvements in 
Quality of services are provided and adequate targeting measures to protect the poor are put in place. 
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7.19 Current Government practice in India js to provide free services up to a Specific income and 
ervice level in public health care institutions. This implies that user fees are not charged for primary 
nealth care services including preventive and promotive care services nor for people whose income 
‘evel is below the poverty line. As a result, the Impetus for adopting user charges in hospitals for those 


Ae poverty line has become increasingly important given the difficulty 
of securing adequate resources fort 


22 Health sector from the general public revenue of the States. User 
charges are expected to provida additional grams, while 
S > 
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Inpatient charges, criterta for exemption for the poor and revenue administration, in the four states are 
described in Annex 4. 


712 Each of the four states -- Andhra Pradesh, Karnataka, P unjad and West Bengal -- has adopted 
a system of user charges at secondary level hospitals that continues to su 


IN¢ 


psidize whe cost to the patients. 
This implies that patients pay only part of the cosis of health care services 


owever, they will now 
pay more often than they have in the past, and revenue collected will be sibs abate higher. These 


States are also improving the mechanisms for revenue collection by strengthening the finance and audit 


wings of the implementing agencies, appointing finance personnel at the hospital level and 


implementing a more effective targeting mechanism. They present important lessons for other states 


713 Willingness to Pay. Despite the political sensitivities See above, there is willingness-to-pay 
for better quality of services and considerable opportunity exists at the state level to enhance revenue 
collection through user fees, especially to finance some of sik non- Ae ary recurrent cost expenditures 
such as drugs and supplies at the facility level. The low level of user charges in government facilities 
illness episode paid by the patient. Beneficiary 
assessment studies in the states show that considerable costs are incurred by patients and their families 
per ilmess episode, such as for transportation, medicines, clinical tests, under 


der the table expenses, 
special diets and rituals. Out-of-pocket expenditure, even among the poor and tribal populations, is an 


indication of the willingness to pay in times of acute :liness. More detailed analysis is needed to obtain 
more precise estimates of the actual expenditures incurred by households, beyond the official fees 
charged. Despite the willingness to spend more out-of-pocket funds, the ability of patients and their 


families to pay for such services is limited. The government should, lege take into account equity 


considerations. The increase in the structure of fees can adversely affect access of health care services 
to the poorer seciions of society, who are the most frequent users see Fists hospital services. 


D. Recommendations 


7.14 The following actions with regard to the implementation of user charges at the state level are 
recommended.:. } . 


e The states should set up 2n institutional framework for periodically reviewing the structure of user 
fees and pricing policy. This could be one of the functions of the Strategic Planning Cell, 
- established in the health sector in the four states studied. 


e Collection mechanisms should be strengthened. State governments should increase cost recovery 
from an average of about 3 percent to about 15-20 percent in the next 3-5 years. This can be 


achieved by concurrently strengthening collection mechanisms at the facility level and oy 
periodically reviewing and revising user charges. 


e Adequate targeting mechanisms to idenuly the poor eons be implemented. [tis preferable to 
strengthen the existing system for targeting the poor rather ‘aan create a now m xechanism because, 
of the administrative costs involved. The existing JRY system, which identifi s families below the 
poverty level, with minor adjustments appears to be the most efficient way to ice ement a targeting 
policy. However, there can be variation, as in West Bengal, where ¢ xemp tions are based on an 
‘indigent certificate’ given to families below 2 defincu incorne level cy the local elected 


representative. 
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| for non-salary recurrent expenditure items such as drugs, 


Revenue collected should be uszc me mee 
essential supplies and record keeping. All outpatients could be charged a nomina: tee as in unja 
and West Bengal, and such charges could be concentrated on voluntary services such as private 


+ 


sooms or wards and en medical services with a relatively low cost-effectiveness. 

Increased charges should be introduced ina phased manner and matched to higher quality levels of 
services. In the absence of quality improvements, new oF increased charges could lead to reduced 
demand for hospital services with an overall reduction In revenues. 


Hospitals should be aiiowed to retain all of the revenue collected, or district committees and state 
level health systems corporations (2.g., as in AP and Punjab) should be empowered to retain such 
revenues and redisiricute them among hospitals within the district according to both need and level 
of collection. 
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A. Introduction 


8.1 This chapter extends the discussion on the allocation of resources for the health sector 
and the financing of health care at the state level by highlighting the cost effectiveness of some 
key health interventions and their implications for policy-making. 
effectiveness of alternative interventions, the relative burden of disease and health msk factors 
is critical for improving the allocation of resources and ihe planning of financing systems. 
Health policy analysts in India are increasingly aware of the inadequacies and inertia of the 
existing system, the potential for improvements and the increasing costs of health care in an 
‘environment that is rapidly changing the mix between manpower and technology used to 
provide health services. The challenge is to seek improvements by introducing a more 
medically and economically rational approach to health service provision. As a result, there is a 
need to estimate the burden of disease and study the cost effectiveness of alternative health 
intervention strategies. Cost effectiveness of alternative strategies and formal economic 
analyses of health care programs are relatively new approaches facilitating policy-making in 
India. Annex 2 provides a detailed analysis of unit costs at different levels of the health system 
and shows how, providing the quality of treatment can be maintained, an intervention at a lower 
level facility can result in substantial cost savings. 


Understanding the cost 


B. Burden of Disease and Cost-Hffectiveness Study 


°g2 Following the Global Burden of Disease analysis undertaken’ as part of the WDR 
(1993), which measured the combined losses from both premature death and a less healthy life 
resulting from disability, National Burden of Disease analyses were undertaken in several 
countries, including Mexico, Columbia, South Africa and India. While in cther countries these 
studies have been at the national level, in India, considering the vast population and reported 
diversity in disease pattern, the analysis has been undertaken at the state level. Andhra Pradesh 
was chosen as the first state for such an analysis to support the preparation of the first health 
systems project in India! Detailed results and a description of the methodology are available in 
the Administrative Staff College of India (ASC) study. The Burden of Disease (BOD) part of 
the study was repeated separately for the states of Karnataka, West Bengal and Punjab by 


ASCL Some of the main findings with respect to interstate comparisons of the disease burden 
are summarized in Chapter 3. This Chapter focuses on ithe cost etlecitveness analysis. 


The Andhra Pradesh Burden of Disease and Cost liffectiveness of (ealla snlervent@ns Study (1998) 
{ ae : . 1 ey af tartan in tivderabed in commun nea ih she 
was undertaken by the Adimimuistrative Stat) College Of sftait Ml tiyeeiuves i” conjuncuon Wii tlt 
~ ; . a Coane Sat plvs cenreleer” (IES : ; Waa Pant 
Harvard Center for Population and Development Studies, under gurcence sfolll Uh Bank. 
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cost effectiveness approach, by foe sing on choosing between mutually exclusive he : 
interventions, provizes such ¢ mans “Th 1e choice of interventions 1s a necessary condition ‘ 
designing a deliver. "system and influencing government policy towards effeczive delivery. 
India, as in other ecuntri les, much of the choice of intervention has not been bas ased on rigorous 
analysis. The key 2iemen‘s of a health care delivery system, including the planning of human 
and physical Seetratire iogisucs for drugs and Supplics, appropriate management 
Structures ana finar.cial instruments, depend in important ways on the composition of the mix 
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Of intervention. As a oi these are factored into the cost- effectiveness anaivsis reperted in 


St-¢ eedven icSS methodology, however, does not allow intersectoral 


o 
comparisons which we 2 possible wnen cost-benefit analysis is used, Cost-benefit type analysis 


is not often suitable Sor assessi Ing He sh th interventions due to the controvers y in quantifying the 
monetary value of !f haa better health. The cos: i-efiectiveness of health care interventions 
varies Sadey for different diseases. | Similarly, different interventions aimed at curing the same 


disease will vary in the degree of cost-effectiveness. Even the same intervention may be less or 
more effective when applied in different localities, copending on the incidence of the disease, 


the efficiency with v. ‘aich it is impleme nted and the precise form of the intervention. In a a large 
y i 


and highly populated counts ¥ suca as India, it is in “portant that such analyses are conducted 
State by state. 


8.4 The basic assumption of cost effectiveness an nalysis in the health sector is that the health 
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exclusive to Andhra Pradesh, but with appropriate modifications, the analysis could be 
_ extended to other states in India. The study provides an example of | 


| i: NOW health policy can be 
shaped and influenced as a result of such analysis, especially for the choice of interventions. 


8.6 Based on the BOD and fine tuning the procedures to the specific situation in AP, an 
Inovative approach was used to address many of the data problems. The methodology 
involved: (i) analysis of input costs by fixed, variable and infrastruct 


7 ture categories; (il) 
expressing the cost of non-tradable goods such as managerial skills in terms of “full-time 
equivalents”; (ti) assessing both the amount of services and infrastructure required for an 
intervention and the intensity of use: ( 


a specific group. Following the calculations of cost, DALYs saved 


saved were then used as an 
indicator of the outcome of a specific health intervention and as the measure of effectiveness. 


An important assumption in the calculations is an evaluation of the ef ciency of the existing 
program of treatment. 


8.7 Tables 8.1-8.4 classify sixty five of these interventions by level of facility and rank 
them by cost per DALY gained, as estimated by the AP study. The first column of each table 
lists the discase for which the estimates were made. Sometimes, severai interventions for a 
specific disease were estimated, which are shown in the second column. The third column 
gives the incremental estimated total cost, which includes fixed, variable and infrastructure 
costs. It is calculated as the product of average cost per person covered by intervention and the 
population at risk. The fourth column on efficacy is the probability that a particular 
intervention will provide a 100% protection rate, i.e. it is a fraction denoting the protective 
value of a particular treatment. For example, if it is a vaccine, the number denotes the 
protective value of the vaccine; if it is a treatment or therapy, it denotes the therapeutic efficacy 
by taking into account the expected cutcome. The fifth column denotes DALYs lost if there is 
no intervention. It takes into account the current epidemiological! situation, general mortality 
and prevalence, incidence and remission of the specific disease. The sixth column denotes 
DALYs gained because of the specific intervention and is a product of DALYs lost and 
efficacy. The last column denotes the cost per DALY gained -- the lower it is, the more cost- 
effective is the intervention. 
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8.8 As expected, estimates of cost per DALY gained vary considerably in range, 
depending on iactors such as incidence and prevalence of a specific disease, probabilities of 
remission and dying <rom it, total cosis associated with treatment and the efficacy of the 
program. The estimates can form a basis for making deliberate choices for subsidizing specific 
interventions and/or setting user fees where feasible. It should be noted that some of the 
interventions presented in Tables 8.1-8.4 are offered at multiple levels of the health system (see 
Annex 3 for services offered at various levels of institutions). Some of the results shown in 
Tables 8.1 - 8.4 are summarized bel 
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At the tertiary level, cost-effective interventions include hosp:zalization and treatment 


for COPD; rehabilitation for CVA: hospitalization and radreane for epilepsy; and 
surgical valve replacement for RED. 


cie 


sis and prevention than for 
treatment of a more advanced stage of the ree riy “Howe ever, since this is not 


universally the case -- as, for example, diarrhea and mates! conditions -- analysis 
needs to be related to specific conditions. 


The cos/DALY gained is higher for hospital treatment than for ambulatory care. For 
example, treatment of diarrhea when hospitalization is invo!ved is about two times 


more costly than outpatient treatment per DALY gained (given that most of the cases 
occur before age 4). 


The cost/DALY gained for the universal immunization program at about US$8 
equivalent confirms the high cost effectiveness of this intervention. The high degree of 
cost-effectiveness of UIP in India is due to the under-nouris 


shment of children which 
increases the probability of dying without the intervention. 


The data are inadequate to make any conclusive comparisons between rural-urban 
differentials in cost-effectiveness of interventions. For ARI, tre eae in rural areas Is 
more cost-effective; while for matemal conditions related to normal delivery, treatment 
in urban areas appears to be more cost-effective. 


Some treatment of non-communicable diseases 1s cost-effective at all levels. These 


include cataract operations; and aks and anti-p!atelet treatment for CVA; 
aspirin treatment for myocardial infarction and treatment for COPD. 


Recommendations 


The cost-effectiveness of health intervention is an important analytical tool to atd and 
inform policy and better decision-making in the health sector, in terms of resource 
allocation for priority diseases, development of a basic package of services, 
rationalization of services by levels of health care institutions, and for establishing a 
basis for the charging of user fees. 


OQ 


As stated in the WDR (1993), the most justified public measures combine a rationale 
for public action with a cost-effective intervention. In general, the comparative 
cost/DALY gained should not be the only factor considered for determining public 
spending levels. Interventions that are low in cost/DALY gained provide hign returns 
and may be included in a basic ae of services if they coaesbuite heavily to the 
overall disease burden. In general, though, expenditures on diseases should be guided 
by those that contribute a Ware share of the disease burden and for which the 


~ 


cosUDALY gained is low. Other considerations include: the possibility of climinating a 
disease as a public health problem, such as leprosy, those interventions that have 
positive externalities beyond health suc h as family planning; and those interventions 
that have high poverty reduction benefits. Many si ch interventions also demonstrate 


high levels of cost-elfectiveness. 
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orehensive cost-effgetiveness  ananyse 
Intar enuions irom a economic viewpoint TT 
Poe cha nublic sector's resources. Publi 
* Be shou - sit oe hose interventions which cannot be administered to 
a snole individual and those where the benefit 1s not limited to the person directly 
i ‘ustified on ground ef equity. Some curative 
interventions may be more cost-2Yective than some preventive interventions, 

art, sateen those which are commurity-based. However, from the viewpoint of the 
ree of total level of resources “or health, it may be desirable for the government 
to focus on the less cost-effective preventive intervention, Hou Sciglelee are more willing 
to pa for curntive care than for preventive interventions. Th:s example illustrates the 


nezi to consider the pattern of private expenditures when desizning the public sector’s 
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receiving them; and on interventions 


hea.th expenditure program. 


A ‘asic’ health care ie ees re shoud take Into account szate level variations in’ 


epidemiology and burden of disease, public expenditure cons:derations, the extent to 


which the private sector is providing some of these services, the extent to ‘which 
poverty alleviation is part of the government’s strategy in the health sector, the cost- 
effectiveness of health interventions, and programs that create large externalities. The 
paciiase of services needs to be dev Bee through a consuitative and collaborative 
s, invoiving leading health practitioners and policy makers from the different 
levais of the faealth system, private ana NGO sectors for socia! input, and the Finance 
Depariment oc the state government tc assess the financial ability of the state to provide 
the recommended package of services. 

Gasea on the above, the package of Sam “ices would consist cf communicable disease 
preventi lon and treatment; limited clinical services; essential and emergency obstetric 
and nea care within easy access of people living in rural areas; capacity building 


for ec” ae promoticn programs to cope with non-communicable 
diseases ang nel ris reduction; mrevention and treatment of injuries; and limited 
treatment of non-con umunicable diseases which is cos -eifective, such as cataract 
orération ait d basic medical treatmen: of heart attacks aa Stroxes. 
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CHAPTER 9 


SPECIAL ISSUES IN MANAGEMENT AND ADMINISTRATION IS Tr 
DECENTRALIZED GOVERNANCE UNDER THE P 


it ANC! a tA r 


A. Introduction 


9.1 In addition to a basic package of services, 
paradigms, strengthening overall manag 
implementation of health programs. “2 In disease pattern in India, 


noted in Chapter 3, is an increase in the diversity of the client > 


¢ populations, since the health 
transition is occurring at different rates in the different regions o 


environmental conditions, urbanization, and societal dynamics of different populations, the 

burden of disease is likely to vary from one community to the next, with poorer people in 
2 , , F 2 cats : : 

remotS and rural areas bearing the heaviest burden 122 evolution of decentralized 


administration in India in this context is an appropriate mechanisn 


ism that can potentially address 
the main health problems arising from the health transition. . 


adequate resources and appropnate technical 


ement arrangements is a cnical input towards the effective 
Concomitant with the chanve 


“the country. Depending on 


9.2 This chapter focuses on the implications of the decentralization process on the health sector, 
and provides an outline of the broad structure of health adminis 


tration at the state level with 
particular focus on heaith administration at the district and lower levels. The power, functions and 
responsibilities of the panchayati raj administration vis-a- 


vis the health and family welfare 
departments is the main theme of this chapter. In particular, the chapter addresses: 


¢ the capacity of state level implementation and supervisory agencies: 

e the increased emphasis on decentralization in the overall management of the health sector and 
the enhanced responsibilities of Panchayati Ray Institutions (PRIs); and ~ - 

9 


the increased coordination between different tiers of PRIs, technical departments and state level 
agencies. 


vs. 


The issue of management and administration in the health sector has been addressed in other reports. 


This chapter focuses only on the operational relevance of this topic within the health sector at the 


state fevel in India However, it address the issues regarding the linkages between PRIs and the 
health sector in detail. 


| y . Griliste.. feverityitcceyk face Te 
This chapter is based on a background study conducted by Dr. D. Gupta, Institute of Economic 
Fas : z el f ey Enactrese all forms of decentralized adminieret 
Growth, University of Delhi. The chapter does not address al! forms of decentralized adiministrauon, or 
the issuc of decentralization of administration in urban centers through municipal bodies 
: Heaver, Richard. Managing Primary Healtit Care: Implications of the Health Transition. World 


Bank Discussion Papers, No. 276; 1995. 
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| t of the health sector is critic. Jirst, states need’ to i 
9.3 Strengthening overall management of the heala sector 1S Cri 


og - / of the implemexting agencies. Andhra 

strengthen =:e implementation and supervision capacity of the implemenung age at i thah 

Laing a edi savin 27 th n evel to | 
Punjab nave est ibits hed autonomous implementing agencies: xi ine secondary f 


Pradesh anc ! d workforce related Z 
ie ie] ; C W zi, 
improve (oN 598 miagement 23 a nd adn sy aden Cap ae “ity and pro" ) ice finance eae 


eutonomy, Sowever, this is not the only approach to improving the impler-entation and supervision 


capacity of che states, and the issue of manageme authority with cao to finance, personnel 
matters anc =sfective '¢ implementation needs to be eee It is possible for the states’ DOHFW 
to perforin <rese fur RECON, but they need to be given greater authonty and <lexibility with regard to 
finance, sur 2rvision and werkforce related issues. Second, the planning precess for the health sector 
needs to be strengthened and betier coordinated with the implementation and monitoring functions. 
For examp:2, each of the four states of AP, Kamataka, Punjab and West Bengal has set up strategic 
planning ce..s to address planning issues in the health sector and provide management with policy 
options, uncertake relevant research, organize relevant seminars, and monitor the overall 
developmen: of the health sector. Shir, rationalizing service norms throughout the different tiers of 
the health sstem, as has been done in the four states, will facilitate administrative functions and 
resuit In SucS<antia improvemienis in management arrangements. | 
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© One ans-ver to the cifficulty of (ppropriac targeting of policies and programs, which has 


a) 


importex: implications for the ; design and management of health service delivery in the 
future, is decentralization. Man ¥ governments, including GOI, have tried to devolve health 


planning, budgeting and 5 spending ores to district and lower levels, in order to increase 
program responsiv: 


ness to local needs.’ People from disadvanta aged communities such as 


the Sceh2culed Case and Scneduled Tribes (SC/ST), and women, have a forum to speak 
Out, be n2ard, and to act. 
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ocal inv oivement improving both the efficiency and effectiveness of 


2 Is of the construction of a small Kote in Purulia, West Bengal, 


“the a population decreased the const ruction costs and time.* ~ 
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centers. A study in Karnataka noted that the creation of elec:=4 


sd . =4 councils (at local levels) has 
neiped to reduce absenteeism and enhance employees’ work rat: when they were on job. 


e. Decentralization acts as an effective political education camps: mi, leading to the emergence of 
» * “ , oo i & | 7 : - ; ” - - ig “3 
younger and more dynamic leadership through the PRIs, and r=sulting in a fairly high degree of 
satisfaction among the people with the working of the PRIs. U::doubtedly, the PRIs have given 
a boost to the emergence of local leaders 


In addition, 2 large number of women have 
been elected into the PRIs. Elected women representatives hav been drawn from a wide cross- 
section of society -- many rural administrators who had pre.cously worked with NGOs and 
women’s empowerment proprams are now clected PR! representatives. 


9.5 In India, the notion of local involvement was institutionaliz=d with the establishment of a 3- 
tier panchayat raj (local self-govemment) system: the village c2nchayat as the lowest tier, the 
Panchayat Samiti at the block level as the middle tier, and <he Zilla Parishad (ZP)/District 
Development Council at the top. Panchayats were established in <7! parts of the country by the mid- 
1960s. Though there were variations from state to state, broac-y the functions entrusied to the 
Village Panchayats included village roads, community wells, me:ntenance of public parks, tanks, 
immgation works, public hygiene, drainage, and other civic services. In some states the ZPs were 
made responsible for primary education and the functions relating <9 rural industries, primary health 
community lands and properties and provision of inputs for agric.cural production. The extent and 
tempo of the volvement of the PRIs in basic pianning and implementation of development projects 
was also subject to wide variations from state to state and even within the states. 

9.6 The government introduced a comprehensive arm=ndment bill and enacted the 
Constitution (73rd Amendment) Act, 1992, effective on April 24, 1993. As a result of the 73rd 


oy, 
Amendment, there has been a proliferation of activity on the part of the state Govemments with 
regard to modifying their existing Panchayati Raj acts, or in creating new ones. Among other 
things, the primary role of the panchayats is visualized in the 2-2a of development, planning and 
implementation of programs of economic development and sccial justice. State governments 
are required to take appropniate steps to “2) complete legislan--e procedures for the creation of 
panchayats; (b) constitute panchayat bodies by conducting ¢.sctions, while ensuring that 30% 
of panchayat members are women; and (c) take appropriste steps to entrust powers and 
functions, as well as necessary resources so as to enable the PRIs to perform their assigned 


7~ . 5 
Tunctions. 


= Oe The analysis of the issues with revard to the Indian exc 2riment with local self-government 

: o ng Pein SRA ARAnra Deane VfAet 
relies upon the experiences of four major states of Punjab, Kamataka, Andhra Pradesh and West 
Bengal. The varied social, political and economic environmen: in these states provides a unique 


opportunity for preparing a typology of the problems and sc':zons in cifferent poltico-economuc 


Jain, S.P. ef al. Panchayati Raj Institutions in India: An aporscial. ational Institute of Rural 
Development, Hyderabad; 1995. 
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Three Models af Decentrauncen 


9.8 2 legal framework establishing PRUs has pee interpreted and : -iplemented differently in 
different Inzian states. Figures 9.1, 9.2 and 9.3 prov; mete of three deminant models of PRI in 
the countr~. rom which useful lessons could be drawn by other states. A <etailed description of the 
wares mode's is s provided in Annex 1. A common model for the country as 2 whole would not really 

e apprep=ate in the federal political system prevailing in India. In the =rst model presented, the 
Nae sht2-Gujarat model, the district, or ZP, is accepted as the mz:n unit for devolution of 
powers. 1212 administrative bureaucracy at the district level (the [AS) is =ept out of the panchayat 
structure cltogether. The District Rural Development Agency (DR DA) is an independent 
organizatic::, but the Z2P and the DRDA collaboraic to i! rural de~-2!opment programs at the 
district lev=: through the panchayat samiti and gram panchayats, In the West Bengal model, all 
Iavels of PRI have been appropriately staffed and emp 
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implemen<znon of the development programs of the ZP ( the reverse cz <he previous model). All 
Se RRS o = ee > ee 0 1 ent # “See 
centrally s>cnsored programs and programs financed by international agex.cies are also implemented 


oy the dif=rent tiers of PAIs. The third model, the Karnataka - AP mcdel, is characterized by a 
cevolution of powers and functions at each tier of the PRI, with a prime p.ace given to the taluk (or 
SUD-diSitic-; icvei panchayat. Th: the 
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Figure 9.1: The Maharashtra - Gujarat 
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Zilla Parishad (ZP) — District Level 
Consists of 40 - 60 Councillors directly elected by the people. 
Administrative leadership rests with CEO who is sunaiaia by the state. 
Is dimded into subject committees: Standing Conrmittee, eating Committee, Agr:cultural and Animal Husbandry C 
Works Committee, Health Committee, and Education Committee, ci ae ia: 
Has full execuuve authority with respect to develo 
has some revenue collection responsibilities. 


pment functions which were car! /sr discharged by the state government and 


Panchayat Samiti - Block Level 


Functons as a link between the ZP and the Village Panchayats. 
Consists of elected, nominated, and coopted members. 
Chairperson is elected from among its members. 


Hasa Block Development Officer who is sent on deputation by the state government. This person ts also the Executive Officer 
of the Samiti. 

The Samitis have ocen given functions in the spheres of sanitation, rural health a:J communications, education and culture, 
social education, agriculture and animal husbandry, small industries, cooperation, and community development. 


The Samitis are responsible for primary education, running of dispensanes, maintenance of certain roads, and the Community 
Development Programs. 


Gram Panchayat - Vilage Level 


Consists of 7 to [5 directly clected members (include. 2 women and SEST): 
Is headed by a Sarpanch (Chairperson) who is elected from amongst the members. The Sarpanch is assisted in his work by a 
Gram Sewak (village level worker). 


Responsibilities include implementation of activities in agriculture, animal husbandry, education, sanitation, public works, and 
social welfare in addition to land revenue collections. 


Higure 9.2: The West Bengal Node! 


Zilla Parishad — District Level 
The ZP consists of the presidents of the Panchayat Samitis within the District and two members to be directly elected fromeach 
block. Members of the State Legislature and the members of the Parliament witiun the districts are also members of the ZP. 
Chairperson and president is elected by members from amongst themselves. 
Distnct Magistrate is the CEO of the ZP. Ancther senior officer of the State Civil Services serves as additional executive officer. 


Panchayat Samiti - Block Level 


Consists of ail the chairpersons of the Gram Panchayats within the Block, persons clected from cach Gram Panchayat within the 
Block based on population, and the members of the State Legislature from the Clock area. 

. As with the ZP, the government has the power to nominate two members each rom SCs and STs and two women if their 
number in the Samiti does not come up to two each. 


Lt 


+ . . - + eel tira Youve 
Gram Panchayat - For 2 smail group of vdlages 


. Consists of. 5-25 members dircetly elected by the people. 

. ‘The chairperson is clected by the Gram Panchayat members from amongst the:nselves , 

. As with the Samiti, the state government, on the reconimendation of the Gram Panchayat, has the power to nominate to make 
up the number of SCs and STs and women members in the Panchayat to a misimum of two each . 
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Mock Panchayat Samiti - Block Level 


= i 2 2 re 
“ot aancete ofall the chairnersaits of the i Mandal in the Bice. %4 } the member of the legislatu 
a == '¢ a nominated becy waich consists of all ne cn cr 


A bee dines JVINe ; ii5é inal 

a nd any members of the 7:1] Parishad represen jung any part ol lie Oly : 

from. the Biock, and any members at the Zilla Panshé og ran ; 
‘ae { dvisc supervisory, and viewing of the 1 intra-Mandal cc sordination 27 cuions VIS-a-VIS the Mandals of th 
It is entrusted with advisory, s sory, and rev 


4 , . TT. CV. 
Mandal Panchayat - Group ob ¥ inages 


— 


| e - Eoce Mandal covers a group of villages with a populauon of about 10,000 on average. 
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9.9 The district ievel is the most crucial in the cham of cem:mand of the public health 
department. Many of the decisions bearing on day to day operation of health centers are made at this 
fed The effective implementation of various health policies 
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9.42 In Kamaiaka, the district hea 


guidance and prompt and effective implementation of various © 2n.onal ee state heal ae eae ee in 
their respective distncts and all Primary Health Units (PHUs) ana rHCs are under their control. At 
the district level all hospitals in the secondary level (1.¢., district, suod-disinet and CHCs) report to the 
distnct surgeon. The district health and family welfare officers are assisted by the district leprosy 
officers, district malaria officers, district TB officers, medical c Sicers of district heaith laboratones, 
medical officers (FW & MC3) and regional assistant chemica. examiners in the implementation of 
various health programs. Further, in Kamataka, at the sub-d:visional level, the Assistant Distnct 
Health & Family Welfare Officers are responsible for the supertsion and provision of guidance to 
the medical officers of the PHUs and the field staff for implerr entation of various national and state 
health programs including family welfare and MCH schemes <:rough the network of various types 
of health and medical institutions within their respective Junsdic=cn. 


9.13 In West Bengal, the Chief Medical Officer (CMO) of health is the district level head and 1S 
assisted by Deputy and Assistant CMOs. The secondary ‘evel hospitals are all headed by 
superintendents from the medical cadre. For proper managem2n: of the hospitals and health centers, 
committees have been formed with representatives from all ieve's of the Panchayat System and the 
administration. 


9.14 In Punjab, at the district level, zhe district civil surgeon is in Charge of f the district supported 
by funciional officers such as the assistant civil surgeon, sezior medical officers (PHC/Hospitais), 
ea 


district family welfare officer, aieeeN M CH) Tramunization o=.cer, district th officer and district 
training o“icer. 


915 At the district level and below, the Revenue Department and the Zilla Parishads play a 
crucial role in the provision of medical and health services ‘0 the citizens. in several ways. As the 
Chief Coordinator at the district level, the DC or the Chief Executive Officer of the Zilla Parishad 
acts as the link between the Health Department and all other public agencies. As the Development 
Commissioner of the district, itis als ° the reused g of tne LG to ensure the Wate ee the rural 


in the district. The Revenue Department sige an raider int role in ‘2 ee acquire fants for PHCs 
The Revenue Department is also concerned with the collection and transmission of vital statistics to 
the health department. It report the outbreak of the Beier lcs. Similarly, in case of famine relief 
works and at the time of fairs and festivals, the Revenue Department or the Zilla Parishad extena 
their cooperation to the Health Department. The DC/CEO can also exercise authority in respect of 
public health by, for example, ordering mass ‘noculations and the destruction of infected food or 
drugs. 
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been created in each state, with both the chairperson of the ZP and ine disirict level medical officers 
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The-DOHFW in Kamataka intends to improve the access to hexth cere of SC/ST populations in 
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PE level, and the Medical Officer of the PHC, with the asgistz:ce of the ANMs under his/her 
junisziction, would conduct health camps according to a timetable. In order to facilitate this process, 
the Govemment has proposed to set up a comnuttce chaired by zie CEO, ZP. Members of this 
commuttee would include not only district level medical olticers, 0::: also the newly designated taluk 
levei medical officer, who will be responsible for overseeing the » ork of the PHC doctors. In this. 
Way, te grassroots involvement and commitment of the PRis would be brought to bear on 
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@. ore through a program of annual check-ups, Tite Drozt — sl would be implem nted at the 


prog-ams implemented at the village level, 


I, Roic of PRs in Health Delivery: Lvo Wxamrples 


9.18 WEST BENGAL: Ts gal government is trying 72 decentralize the functioning of 


the hzaith department and involve the PRIs in health care delive-v at various levels. The State 
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Goverment disburses 50% of its developmental budget to ZPs, Witica in tum allocates 50% of their 
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projec:. The remaining 50% of the finds a; spent by the state, where two or more ZPs and PSs are 


respecavely involved. Thus the planning and its implementation ar= <ifected from the bottom. 
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tier Panchayat and the Secretariat/D} 
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help the administration from the state tg CHC board 
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9.22 The PRIs in Karmatal-. es aes 
in Karnataka depend almost Wholly or. >rants transferred by the state government 


through the annua! budget voted by the legislature. The sosia of transfer is considerable and is about 
One-third of the state budget. This shows a genuine ef=>-t on the part of the state govemment to 
make PRs truly function as a Mable unit of the government through transfer of both powers and 
functions with commensurate support of financial resources Table 9.1 provides some idea of the 
extent of decentralization in rural health administration, It ~ii! be noted that about 4/Sth of the health 
budget meant for the rural areas 1s now controiled by the 2s. 


Table 9.1: Karnataka — Share of Allocations to PRIs in the Tota! Health Budeet 


—— 
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im | Non-Plan 
Rs. crores 4S. crores Rs. crores 
1) Total revenue bud ect for | 
medical and public health: | 
40.69 174,93 | 215.62 


il) Provision for urban health | 
services & medical education: 
| 10.86 


ii) Total provision for rura! 
health services: 


29:83 


Of which transfer to ZP: 


(79.0%) 


| ° 
9.23 While assessing the role of the PRIs in Kamataka, due allowance should be made to various 
unforeseen developments, such as, for example, the politic2! situation and financial Strategies. In the 
context of the performance of the health sector in tie districts, the report of the Evaluation 
Committee (1989) on the working of the ZP and Mandal Panchayats mentioned the Significant 
progress in the functioning of medical and public health facilities. It found a big improvement in the 
attendance of doctors and other medical personnel, and similarly in the supply of drugs and 
medicines. Another significant achievement of the ZPs related to modifications effected by the State 
government in its medical stores purchase policy, enabling the ZPs to secure a larger proportion of 
their supplies locally in a timely manner and at ower prices. To summarize, PRIs were instrumental 
in (i) mobilizing local resources for Strengtnening the iniastructure for health services: (i) greate 
accountability of the docters and paramedical workers: -nd (1) Improvement in the supplies of 
drugs and medicines. 
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9.24 Despite the positive role of the PRs in Karnatcia, thar is empie evicence of transitional 
F a | 


difficulties in rural health management owing to the nature of organization within the PR bodies. 
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In some areas the ZPs have been excessively concemed with petty detat's and 
issues with transfers and postings making administration fugl hly bureaucratic. This 
eauses delays in the process f health improvement ae by postponing 
Implementation of health de eee plans and sceemes .or by delaying the 
training of health personnel. 

hed The Panchayat representatives ZP, MPP) are influenced 2y caste, clan and religious 
affiliations. These parochial affinities have a negative impact on development 
schemes including health development schemes. 


of Panchayat has been to take cower to people and not to 


establish an elite rule in local arcas parallel to the one at the state levz:. Hence the role of the 


ositive impact on the ee 2niation of health programs. 
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ty. Management arrangements at the state 


ure that heaiis programs are implemented 
effectively. States need to Fiat the ie / of implementazon and supervisory agencies. 


Andnza Pradesh and Punjab have established autonomous jx piementing agencies at the 
secondary level to improve manazement and administrative capes:ty and provide financial and 
worktorce related autonomy. Although, this is not the only approach to improving the 
s, the issue cf management authority with 
regard to ‘inance, personnel matters and effective e implementation needs to be addressed. It i 
possiole for the states’ Department of 1 : : ; 
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Table 9.2: Decentraliz: 


nt ation Matrix -- Seope fue Change in Grassrouis Adminisiradon 


in die Healih Sector 


oN 
——— SS a a 
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j 


Areas and Scope 
of Decentralization 


ee 


Current Scenario Proepesced Sevenario 


- | Revenue raising Limited in most states/ depend2nt on 1ould be able to raise resources 
}— ‘state grants 
i | Policy making Very little at the moment Scope should be expanded 
EA j Regulation/Supervision Varies from one state to another - at | Large scope 
f _ | present weak to averaye | 
| Planning | Process has been setin motion - Should be given greater scope in some 
oi | narticularly in choice of localion and seiscied areas 
. construction of SC/PHCs 
| Resource allocation In some states, this is being done as | Should have more freedom 
yart of the district planning exe: cise | 


Except recruitment, transfers cutside 


| Management - Personnel 
districts, and punishment, P[Us arc 


For cifective impiementation, vast 
powers to PRis are needed for personnel 


exercising control over ling dont. | rciated matters 
| personnel | 
| Budget allocation Most Pius doing it | lviore needs to be done 

" ’ 7 Lie x, 
3 | Supplies/Equipment Limited operations Greater involvement/freedom to order | 
| (Iccal procurernent is more cost | 

| effective) 
q . Property maintenance | Hardly any funds - thus limited | More funds - greater scope - PRIs to put 
| operations more effort 
a | Intersectoral collaboration At present very limited | Much greater need for best results 
: Interagency collaboration Reasonably zood | Greater scope 


i" Training — No sustained effort lj ifighly desirable 


Enhancing the Responsibilities of PR4s. In order for tne Pis to be more effective, more 
power should be given to them in the areas of budget allocation, resource use, revenue raising 

e planning, policy making, supervision, maintenance anc d training, The notion of Recantiatised 

: governance would be more meaningful only when the PRis’ responsibilities are enhanced and 

their access to untied resources becomes more substantial. Pitls cou-d raise resources locally 


through various methods which have been attempted successtu lly in some states, such as 
a reward for tax effort, incentive hie and donations from private citizens and institutions. A 
: process of consultation eign the Denartment of Flealth at the stares level and Pus needs “ = 
: initiated on these aspects, and stru ctur es and systems need to be worked out to racuitate 
: implementation. 
i e Increasing Coordinaic:: pencen Administrative Ayere 2. im (nage b eaeraing 
+ from the study of the Panchayat Raj Acts of afferent States mcit aE 1) ee a5 ssp me a 
three tiers of the PI ag to be improved in order to enhance imp.cmentation Ol health care 


es nn mit Tet aetntar.tor lintnees Saitveen te dthree ters of 
programs. iol: all the states nave provided lor inier-ter libsages veiween Whe ullve ¢ rs C 
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tiers of PRIs; (ii) co-ordination between PRIs and the technical Copartments needs to be 
improved, particularly for the appropriate training of PRIs by technica: departments, in order to 
strengthen the implementation of health programs at the grassroots ‘evel; and (111) singe the 
Panchavats have been entrusted with a number of development and otter functions, coordination 
between PRIs and state level agencies needs to be strengthened by developing a viable 
mechanism which would facilitate the effectiveness and efficiency of program implementation. 
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This aspect is also impertant when, for instance, a scheme requires the interaction and | 
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DECENTRALIZED ADMINISTRATION IN THE LIZALTH SEC 
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A, Decentralization in India: Recent Developments 
i In order to better understand the impact of ¢ centralization on the health sector, it is 


useful to briefly review the development of PRIs as entities integral to the Se ieiiesiiite of 
rural development programs in India. The village communities in India have been in existence 
for a long time. They were called ‘panchayats”- a council of five persons in a village. Though 


the autonomy of these panchayats gradually disappeared owing to the establishment of local 


civil and criminal courts, revenue and police organization, increase in communications and the 


growth of individualism, the Constitution of India recognized the need to revive these 
institutions. ‘Article 40 of the Constitution iherefore states that "the State shall take steps to 
organize village panchayats and endow them with such powers and authority as may be 
necessary to enable them to function as units of self government". 


ys The fate of PRIs was uncertain, with declining financia! and political support at the 

central and state levels, until 1977, when the Government of India reaffirmed its commitment 
to the notion of local selfgovernment. An awareness of the need for reforms in Panchayati Raj 
System was created at that time. In addition, attempts in Karnataka and Andhra Pradesh to 
create new PRIs pointed to the need for the revival of the PRIs all over the country, and 
highlighted the need to transfer power to democratic bodies at the local level. The 

Government of India then set up a committee to prepare a concept paper on the revitalization 
of PRIs. Among other things, the Committee recommended that local self-government should 
be constitutionally recognized, protected and preserved by the inclusion of a new chapter in the 
Constitution. It also recommended a constitution2! provisicn te ensure regular, free and fair 
election for the PRIs and suggested that the task be entrusted to the Election Committee of 
India. 


> 


Kg The Constitution (73rd Amendment) Act, 1992 has broken new ground. The PRIs 

that are being set up under this Act woulda serve as ae ipal vehicles of rural development. 

However, both political will and administrative back up would be needed to ensure thé success 

of PRIs. Much would depend upon the initiative cf various state Sitgtioe since the states 
| 


are expected to take follow up action. It is significant to note that, while Article 243 G of the 
Constitution visualizes the panchayats as institutions of selfi-gover mment, it subjects the extent 
of devolution of powers and functions to the decision of the state Legislat re. With regard to 
the 73rd Amendment, the state Panchayat Acts have been amended within the prescribed time 
frame through a process of consensus. Many states are i the process of amending their Acts 
and also constituting various committees as required under the “ct to carry out various tasks. 
Devolution of powers and assignment of functions are also unuer way. A new challenge has 
been posed in the on-going experiment with Pitts and in testing whether PRis are indeed 


ideally suited for effective implementation of the programs entrusted to them. 
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the ZP. As 2 resuit, the DRDA is an 
adm:nistrative arm for the implementation of th e developmen: programs of the ZP ( the 


reverse of the previous model). Al ‘ cei eatatty sical programs and programs financed 
by international agencies are also implemen 


nted by the differen: tiers of PRIs. The third 

mocei, the amaiac a= AP model, is characterized by a props: devolution of powers and 
i i a prime Aye given co the taluk (or sub-district) 
level panchayat. It has been gs aoe voth financially ana administratively, and has 
assumed the lead in the plannii ng and implementation of de.-elopment programs. The 


ts 

programs have € een channeled through them. Another imporcant feature of this modél is Pe 
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>, the Maharashtra - Gujaret Model immediately 2Ser the inauguration of 
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Animal Husbandry Committee, Works Commiitee, | 


Committee and Education Committee. The ZP elects a president, vice-president and the 
chairperson of the Subject Committees from amengst 


fea ma 7 
> t it pe members. 


lealtn Committee, Social Welfare 


cs The ZP has been entrusted with full executive aut paces with respect to 
development functions which were earlier Rschar wid the State Government at the 
District level. The ZPs have also been entrusted with aoe i Saar in the sphere of 
revenue collections. The addistrict Coilector has re kept outside the ZP and another 
ssigned to head the ZP so that 
developmental activities may receive adequate 3 aitenitioe: it is argued that the Collector is 
already overburdened and overworked and cannot be saddled with further work. The 
suggestion of the Naik Committee, namely that by keeping the Collector outside the local 
body, the Government will have in him an independent officer who can also evaluate 
impartially the functioning of the local bod: y and can keep the Government informed on 
- any matter which is of sufficient importance, was agreed to and the Collector was invested 


with certain controlling nowers which he alre ady enjoyed in regard to the then existing 
local bodies. 


8. Administrative leadership of the ZP rests with the Chief Executive Officer (CEO). 
Generally, the CEO belongs to the state cadre of the Indian Administrative Service and is 
appointed by the State Government. The CEO ee il the powers specifically vested 


~ 


in the person and attends the meetings of the ZP and all iis Committees. The CEO can 
call for any information, returns, statement of i cau or report from any officer of the 
ZP. On request from two-thirds of the total number of ZP members, the CEO would be 
withdrawn from that ZP by the State Government. 


P| The middle tier, namely, the Panchayat Samiti (at the block level), consists of 
elected, nominated and coopted members. It functions cs a link between the ZP and the 
Village Panchayats. The members of the Panchayat Samiti elect a chairperson and a 
deputy chairperson from among the elected members. The chairperson of the Panchayat 
Samiti is given the power to call for any information or recom from any officer or Servant 
working under the Panchayat Samiti.. The chairperson 1s aisc given powers to inspect any 
movable property in the block or any work or dev lege schemes in progress in the 
block undertaken by the ZP or the Panchayat Samiti. Hes or she presides over the 
meetings of the Samiti and controls the discussions in the mesting. In fact he is the person 
On whose imagination and dynamism depends tne deve:onment of the block. The post 


provides the chairperson with an opportunity to establish !eacersnip in his or her area. 

10. The Block Development Onces who is an officer of the State Government sent 
on‘deputation to the Panchayat Samiti, 1s the Executive Oliccr of the Samiti, He-or she 
also acts as the Secretary to the Commitee. Ali tmncriant papers and documents 
connected with the proceedings of the Samith nie ‘ting are cent in the Executive Officer’s 
custody. The oflicer draws ich disburses money oul of the grants. ‘Lhe Samuitis have been 


. > > : cry . aad AF en 1 Lanit!s +74 mM apaae: ii nm eC lucati 
given functions in the spheres cf sanitation, rura. heattn and communications, secs 
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at Ken aoricultural and animal usb andry, small industries, CO- 
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| -alies sures dunn 
‘and revenue powers and funclions and execution of relief work and other measu § 
natural calamities like scarcity and floods. 


7 


ereture is at the village level, called Gram 
‘1, The lowest tier in the Panchayati Raj structure is at the viuage level, 


ff l 
Panchayat. Each Gram Panchayat has a minimum of 7 and a max ‘imum of 15 members, al 


of whom ¢ are di is clected d. Ss neré rally a ‘ari voters elect one representative. Each 
3 76) 
reserved fort re SCs ava . on ae basis = their ae lation. The members of the Gram 


Panchayat elect a Chairperson (who is called Sarpanch) ‘rom among themselves. The list 
of functions entrusted to the Cram Pane! ayat covers 2 wide range of activities relating to 
22ricuiture, animal husbandry, education, sanitation, public works and social welfare. The 
function of land revenue collections is also entrusted io the Gram Panchayats. The 
Sar rpanch is made dir cea responsible for the fulfillment of the dutics imposed upon the 


Panchayat. in his or her capacity as Sarpanch, he or she presides over the meetings of the 
Gram Panchayat. The Sarpanch keeps the re 


cords and registers in his or her custody and 

exercises supervision and control over the action taken by ee officers and servants of the 

Panchayat. He or she is authorized to operate the village fund and issue receipts under his 

signature for monies received. The Sarpanch is assisted in his or her work by a Gram 
Sewak (village level workers) 


who acts as the secretary to the Panchayat office in the 
<ithine The District Collector has been given powers to suspend a Sarpanch against 
whom criminal Proceedings are instituted. 


1Z. The Bes ee Maclel. Th Xe ese penal Panc ea Act, Rd also provided — 


cited by the neue Though no constituencies were 
S or women, the State Government, on the recommendation. 


nchavat, had powers to nominate to mae up the number of SCs and STs 
en ty « 11 lin Doar 

and women members in the Panchayat to two each at least. The Chairperson of the Gram 

Panchayat was elected by ti 


l€ Gram Panchavat members from among themselves. 
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the power to nominate two members ne oth SCeianass saibnabhde » the Government had 
their number in tile Samiti does not come ay at i@ ots and pus women members, if 
pee eimered By the members nSsma Gwen each. The President of the Samiti 

/ = ON AI SOIR OT ELEtyCnieneaee 


Qi ‘ma? yer! t co 
SO thems ASAT 


y 
i wi VG 


i Fat eat 

a Sse Fc atl 

tae ly Sapte 
= we 


seme 
Se 
. . * 


“gu 


SUTRA RE? 
ox Tecan Me Sy 


Rey ee <2 
FAY Seat 


as 
tak Pog 
b+ hie 
at 


FERRED 


a 


\ 


eure MAKE Ts 
. * ry 


‘ 
‘ 
> 
* 


PT a en ae, 
Ser fay Os 
—-— 


PPD LORIE I Te ET 
et esclay aid Vie , x ee 


ae eer e 
* 


7" 
ot. 


SONFL ANG TN 
4 iad Salis 


if 


‘ 


‘ yt 
/ 


ry) 
4 


thee 


> 


o. 
Ps 


i wIy 


* 
5 genoa 


aon 
4s Re 


Rese Cs POS 
i rented Saks 
bie he 


SP Bey 


FD Udo, 


ST AP Ie A ur 


9) ts 


? 
f 


Ree 


BA Ue 


Annex 1 


hl i ange Page 5 of 25 
ee ge | ae 


14. The ZP consisted of the Presidents Of the P; ichayat Samitis within the District and 
two Members to be directly elected from €acn block. There was a provision for 
nomination of Up to two members from the SCs and STs and two women, as in the case of 
Panchayats and Panchayat Samitis The members of the State Legislature and the 
Members of Parliament within the District were 2's members of the ZP. The President of 
the ZP was elected by the members from amongst themselves. | 


Pi 
ad 


1S. The Left Front Government in West Bengal, clected in 1977, decided to continue 
the three-tier Structure as against the lwo-tier sys 


»stem proposed by the Committee. The 
Panchayat elections under the amended Act were conducted for the first time in June, 
1978, on Party basis. A number of Changes were Srought about at the Organizational level 
most notably: (a) the merger of the community development department with the 
Department of Panchayats; (b) making the District Magistrate (who is the equivalent of 
the District Collector in other States) the Chief Executive Officer of the ZP and providing 
another senior officer of the State Civil Services to wor': as additional executive Oificer: 
(c) statutorily associating all the District-level and Block-level officers of the different 
Development Departments with the corresponding Stan 


1g 1cing Committees of the ZP and 
Panchayat Samitis respectively, (d) making the block Cevelopment officer, as the 
executive officer of the Panchayat Samiti, work under the Chairperson of the Panchayat 


uu 
Samiti; and (e) the creation of a new accounts and audit organization in the Department of 


Panchayats and Community Development to assist the new Panchayati Raj leadership in 
budgeting, accounting and audit work. The poutical will to increase the prestige of PRIs 


was reflected through various schemes of program devolution that followed. Most of the 


development programs with necessary financial resources were assigned to the PRIs: and 


in as early as 1978-79 the Gram Panchayats were on an average handling Rs.150,000 each 


(fi 
(approximately $15,000 then) and the ZPs Rs. 45 million each (approximately $4.5 million 
then). 


fe © 5% y } ; “rear avatar. re 1 AnGatiann To he! 
16. lhe financial Positions of the PRIs also improved unde this dispensation. To nelp 
the Panchayats build up their own funds, the State Government decided to Sive to the 


Gram Panchayats a matching grant equivalent to the total cess collected by them every 
year. In addition, the Government cave away a certain percentage of land revenue 
( & 


collected by the Distric: administration to the Panc layat Samitis. It also agreed to 
empower the Panchayat Samitis to control heats (local markets), bazaars and ‘erry 
services, and levy rates upon them; to credit the entire coilections of road cess, Public 
WOrKS cess etc. direct to the funds of the ZP concerned without any deduction of 
collection costs: and to merge the Darjeeling Improvement Fund and such other area 
development finds with the funds-of the ZP concerned. Through an amendment to the 
Act of 1973 the Panchayat Samitis and 4183 wets empowsred to borrow piss ss the 
State Government or with the previous-sanciion of the State Gy. srament, from the Banks 
or other financial institutions on the basis Of specific schemes 

17. The Karnataka-Anchira Mes fe LUrngiakes Pon! | Ra system has been 
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a i 
te Danchauat Camitis. Mandal Panchayats and Nyaya 
The Karnataka Zilla Parishads, Tak Pancnayat samius, .vi 
~ ++ [ es c 4 hwnd base hi, 3 


. a >» Ind August. 1985, with the Gram Sabha 
he act Act, 1983 which came into cilect on 2nd / oc ARC anaes Sabha comprised of 
er the Village Council as the dasic tier of the system, . ae ee site age of 18 years 
eligible voters under the Panchayati Raj system, L.¢. ail ena above pe vagoes 
x rat village. There was a Gram Sabha for cach of tne ah Bes ‘i ie we iews all 
fired ae to meet not less than twice in an year Me anal e mage 3 
eit ae problems/programs of the village; selects Repellents an mere) 
Oriented programs transferred to the aS Bs. for local improvement 1 a 
minimum needs, welfare and production oriented programs including cropping pattern for 
the season for the village, and constitutes Grn army consisi:ng of all able-bodied Pe 


1, 


{ ~ a ro = an x 2 it 
1$. The Mandal Panchayat was the first elected tier cf the system. It was entrusted 
with all civic functions and powers and responsibility for development and welfare 
programs with an inter-mandal orientation. The number cr seats was one for every: 400 
~ oC . + 4 7 ~t uM - ; 

population. 25% of the membership was earmarked for «omen and 18% for the weaker 
poy 

sections of the society. 


The mandal covered a group of villages with a population of about 
19,000 on an avera 


Ge. 


TS. At the next higher level was the Block Pa anchavet Samiti which was a purely 
nominated body comprising ex-officio all the yates of the Mandal in the block, all 


the members of the legislators representing any 


part of the block, members of the Zilla 
Parishad representing any part of the block etc. 


This body was entrusted with advisory, 


supervisory and reviewiag and intra-mandal coordination S:nctions vis-a-vis the Mandals 
Gi the Biock. 


J 


20. The Zilla Parishad was the third direc ctly elected tier of the Panchayat Raj system. 
Its functions, responsibilities and powers were pS 2 render it unambiguously the 
ead of the district development and welfare administration. It administered schemes and 
programs transferred to it or evolved by it; maintained cadres for manning the Zilla 
Parishad and Mandal staff, formulated the district plan, framed and approved its budget 
and also approved the a idgets of tl 


1¢ Mandal. Reservations were > provided for women and 
tne weaker sections Sin ine case of Mandals. 


ek, The system also provided for dev 
detailed devolution Of schemes, the prit nciple observed was that 
Mandal orientation would havo to be transferred ¢ 
mandal, intra-biocl- or dis 


erred to the Mandal, 
“pio orientati 
remaining in the Stat 


fan 4s7prw die af “Ar 
ALOT! Wéere transierred 
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1 
volution of schernes to the PRIs. In deciding 
le 


all the schemes with a 
all schemes with an intra- 
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I 
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Orentation and the exter; ai assisted p rograms, The 
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an. Andhra Pradesh Model is also very similar to the er a model except that the 


size of the Mandal was kept comparatively bigger ir in Andhra Pre 
population of the mandal in Andhra Pradesh was “cept at around 
Karnataka. It therefore, necessitated a three-tier system with ai 
for a group of villages, at the lowest level. 


50,000 against 10,000 in 
elected village panchayat 


~~ 


‘, Organizational Structure of Health Care Adminisiration st i: 
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23. This section provides a brief description of the ek inizational set up of health 
administration at the state level. The administrative set up at the district, Taluka/Block and 
village levels are also outlined. This system applies to items such as public health and 
sanitation, hospitals and dispensaries which are included in the state list; and items like 
population control, medical education, adulteration of food stuffs, medical profession, 
registration of births and deaths, and mental healt!: which fa!l under the concurrent list. The 
report, ‘India: Policy and Finance Strategies for Strengthening Pri: mary Health Care Services” 


provides a complimentary discussion of health administration in India at the Union level. 


24. Organizational set up for Health at the State Level 
structure for health in most states is more or less the same 


ah 


The broad administrative 
, with some minor variations. At the 
headquarters in a state capital, there are two levels, the secretariat and the Directorate of health 


services. Secretariat level: Generally at the highest a evel, there is a department of health and 
family welfare located in the Secretariat which is headed by a Minister, generally of Cabinet 
rank, as health is considered to be an important state nei . At the official level, the 
department is headed by a Secretary who usually belongs to the Indian Administrative Service. 
Assisting him are Additional Secretary/Joint ae (IAS), Deputy Secretaries, Under 
Secretaries and other office functionaries. The department of health at the secretariat level is 
concerned with the formulation of policies, besi Hes dealing with all legislative matters including 


the making of rules and regulations on matters cf health and arian The secretariat 
also helps the health Minister in the discharge of his respons-bilities to the legislature by 
providing necessary information and assisting in answering questions raised by the legislators. 

25. All important proposals or schemes relating to health are submitted by subordinate 
agencies for approval and sanction of the Secretariat. It also broadly supervises, regulates and 
controls the activities of the notifications and the issue of circular memoranda and Government 
Orders. The Department, besides receiving periodic reports and returns, reviews the progress 
of work through inspection and cther ways. The Secretariat exercises es considerable authority 
both in personnel and financial matters. in some states there are separate Secretanat 
Departments for Health and Family Welfare (eg. Samu! N acu and Bees Ciaaneey while in a 

(as in Andhra Pradesh) they have a Health, Medical and samuy \Weilare Depariment as these 


subject are related, 


26. Directorate level. The directorates function as lecinicai vings Of tne state dey rtm nts 
it ' w ‘3 » aM i [ie ii5frs ty Nh ai I - wath t hypo heal ,Y ici SG 
of heaith services. VWhese directorates are responsible for impicmenting the health po id 
' , ste yy merci sroner techincal 4a ne precise aaministrative 
the state Governments by maintaining proper tesanical stan ) inistrati 
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oe 


aanait Nacht) there ig more than cne directorate separating medical 
eat ons Sa $68 dent a. at ‘ ie i: ‘--ve even Zone further by creating 
care and medical pessntion ial ee le er A abt ce for moving away 
separate directorates for the primary health catia . » ae or o.ckihéeliacalea amen 
som one single directorate to more than one directorate 1s -2e expé 
the country in the last couple of decades. | 
a In Andhra Pradesh, for example, there were se eral instances of bifurcation and 
inteoration of medical and heaith services unit 1978 when.a single directorate emerged, 
ihe ith two directors ANC Medical education 2nd administrative and health and 
although with two directors, one each for Me be 
ramily welfare. In Kanai ca until 1 1978 8 the directorate wes looking after both medical an 
nealth and family welfare, but in 1 order to improve the standards or medical education, two 
irectors in charge of mecical education, and health and fam: welfare services were appointed 
while retaining the system of single directorate. It is the Directorate of health and family 
welfare services in the state Ae is responsible for prov-ding health care services to the 
community through implementation of various national and state heal th programs including 


MC 


family welfare and MCH services in the state. 


Vee 


28. In West Bengal, the D ar of Health Services wno is also the ex-officio Secretary 


i.eads the Directorate and is the lg Technical Adviser in the State Government on all 
matters relating to medicine an # public health. He is ressonsible for the organization and 
director of all health activities. The tea 


ching institutions are however under the purview of the 
Director of Medical Education. The Director of Health Services in the state is assisted by an 
appropriate number of personne! as Additional Director, Jc:nt/Deputy/Assistant Directors and 
other officer and staff. 

ia 

29. = Regional Crsciaaton The field gupanalion Sunctions at the district, and the 
talua/mandaVolock levels. For aa unistrative reasons the szates are divided into a number of 
zones or regions through which t ities supervise ard control the field operations. For 
instance in Andhra Pradesh, ees are six regional Directers for six zones. 


effect in 1978. Each regional direc 


This came into 
. sctor has the responsibility for the management of health and 
medical programs in his jurisdiction. He also looks after 


prog | ‘er the personnel and establishment 
matters in his assigned area. In Karnataka also thero :s decentralization of supervisory 
Bast! Keune 1 4 ost Pia x Pe sy . ~ . euw Pa 

authority at the divisional ievel, with four divisional directors with Bangalore, Mysore, 
Seigaum ana Gulvarga to look atter all health and family -s et activities in the respective 
divisions. The large hospitals are excluded from their purvie.y 


Viw e¥.. 


30 It should be noted that, i n 

spre ass \iralization to the regional level is inad 
in all ti | ua 
in all the states. In several respect equate 


repre! Bence renege Or ab 


: ra ra or :2e Directorates has to be obtained 
even for the decisions made by the R 2cional Directors Tits alate 

: ie al w7rectors, it is also true that the regional officers 
are reluctant even to exercise their fimited aut} thority Thiam aaa raid Moe ; 
ane Sere WY ML aDpLars tO be incre convenient for them 
tO pass ON tne Paders io ils Directorate r enn tnt ps dee 
) = orate rather than take a decision and acce 
ine same 


accept responsibility for 
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D. Subdistrici, District 2nd State Level Or 


rganization and Punetions 
31. The following charts, based on the analvsis of the states of Andhra Pradesh 
Karnataka, Punjab and West Bengal, provide information with regard to: (i) 
composition of PRIs at the village level, intermediate level and district | ( 
functions of different levels of panchayats, Gi!) the committees proposed, with their 
composition and functions at different levels of panchayats; (iv) obligatory and 


discretionary sources of revenue; (v) control exercised by the state governments over 


panchayats at different levels; (vi) composition cf the state finance commission: and (vil) 
District Planning Committees. Also included are charts showing the organization of the 
government administrative structure for health at the state and district levels in West 
Bengal. 
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the total 
members 
Motion carried 
by 2/3 
members. No 
motion within 


AY bated) 
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NTH 
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Pancita- La apse | 
| irrespective: of | 
Ee its size | 
| 
| 
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| | 


first two years 
and it can be a 
| moved only = 
| | once against the Ee 
. | same person. & 
Karnataka | Gram Village(s) | Onc Adhyak- | Indirect | About onc- | Notice by 1/3 ; 
. Pancha- | with a | member | sha third of the | member a 
| | yat ee | for every total seats Motion carried : 
| | vocetween 5 é& 7 409 | by 2/3 a 
. inousand | popula- | members. E 
. | | tion | | 2 
| Punjab | Gram | Alviliage | 5-13(A | Sarpanch | Direct | One scat of | Notice by 2/3 of f. 
| | Pancha- ' laving a | Gram | membcr Panchas. r 
| | Yat | ca ee of | pieduee | | | where the | Motion carried a 
| | 200 or more | Sabha to | ® population | by majority of E 
| | be treated | | of _ | voters of the E 
. | ; & multi | backward | Gram Sabha. 
. ) member | | | classes is No notice 5 
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B. PANCHAYAT AT J AE VILLAGE LEVEL 
Nomencla- 
ture of the 
Panchayat 


Dy SF nencta 


ve 
eater tata kate i 
aes VAEIOX 


| No confidence 
-tureof | for Backward | motion; 2eaingt the 
| le eens 


Chairperson 


Composition of the 
Panchayat 


Andhra Mandal Directly elected President | One-third of Notice by not less 
Pradesh Parishad members. Mps and the total elected | than half of the 
MLAs One person | members, total members. 


belonging to Motion carried by 
minorities to be 2/3 members. 


coopted. The | No motion within ) 
Sarpanchces of all | first two years and 
Gram Panchayats 


it can be moved 
shall be permanent Only once against 
Invitees. 


. the same person. 
Karnataka | Taluka Elected Members Adhyak Notice by 1/2 of the 
Panchayat (One for every 10,000 — elected members. 
pepulation) Mps, Motion carried by a 
MLAs & MLCs. One- majority of the 
fifth of Adhyakshas of elected members. 
the Gram Panchayats 
by rotation 
Panchayat a) Directly elected 


Notice by one-fifth 


a:b/40:60) 
c) MLAs and MIL.Cs 


less than 20%, 


Samiti members 6-16 (one for | members. 

every 15 thousand | P: Motion carried by 
population) | Samitls where 2/3 elected 

dD) Representatives of | the popu a members. | 
the Sarpanches to be | Of backward | 
elected (Ratio of | on is not , : 
| . 
West Panchayat Directly elected Sabhapa- | No reservation | Motion carried by 
Bengal Samiti members (not ty | majority of total 


Ps 
elected members. 
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exceeding three from | 
No notice within | 
| 
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MLAs. 
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ATI RAG: COMPOSITION 


No confidence 
motion against the 
Chairperson 


Reservation 
for 
Backward 
classes 
| One-third of 


Notice by half of 
the total 
members. 

Motion carried by 
2/3 members. 

No motion within 
first two years 
and it can be 
moved only once 
against the same 
person. 


| Onc-third of 


Notice by 1/3 of 
' the total 


the elected 
members. Motion 
carried by a 
majority of the 

| clected members. 


Notice by one- 
fifth members. 

| Teserved i Motion carried by 

i Zilla 2/3 elected 

Parishad -| members. 

where the 

| populaticn of 

| backward 

| Classes is not 

| iess than 


ey 
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Obligatory 
Functions 
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TYPE-A: Gram Panchayat 
shall provide: 


i 


10. 


11. 


Sanitation, 
conservancy, drainage 
& prevention of public 
nuisance. 

Prevention of 
epidemics 

Supply of safe drinking 
water. 

Maintenance, repair, 
construction and 
protection of public 
asscts. 

Management of public 
tanks, grazing grounds 
burning ghats and 
public graveyards. 
Supply of any local 
information to higher 
authoritics. 
Organising voluntary 
labour and community 
works. 

Control and 
administration of Gram 


> 


~ Panchayat fund. 


Imposition, asscssment 
and collection of taxcs, 
rates and feces. 
Maintenance and 
control of Dafadars and 
Chowkidars. 

The constitution & 
administration of Nyay 
Panchayats. 


FUNCTIONS OF DIFFERENT LEVELS 


eS) 


~ 


OF PANCHAYATS ID 


tn 


Panchayat Samiti 


~9 undertake schemes or 
=Jopt measures including 
“he giving financial 
>ssistance relating to the 
=2velopment of agriculture, 
-ivestock, cottage industrics, 
=3-Operalive movements, 
rural credit, water supply 
-Trigauion, public health and 
santtauion, establishinent of 
sospitals, and dispensarics, 
sommunication, primary 
and adult education, welfare 
of students, social welfare 
and other subjects of 
zencrai public utility, 

10 undertake execution of 
any scheme, performance of 
2ny act or management of 
any Institution or 
organization entmisted by 
Government. 

‘fanagement of any work of 
public utility. 

to make grants in aid to 
any school/instuimtion of , 
public welfare tastituiion, 


Zilla Parishad 


All functions of 
Panchayat Samiti 
In addition, 
undertake schemes 
or adont measures 
(including giving 
financial 
assistance) to the 
devclopment of 
industrics and 
secondary 
cducation. 


2 
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en SC ET 
* assy p Won sy grt aeyape Dever grseenur¢ SAM1L! 
read Gram Panciayat Panchayat oam 


Zilla Parishad 


1, Coordination and 
integration of the 
development plans 
and schemes prepared 
by the Panchayat 
Samitt, 


- duties | TYPE-8 If State Government 
may assign Gram Panchayat, 
shall perform: 

1. To undertake primar, 
social, technical or 
vocational education. 
Management of rural 


ow 


| 
| 
| 
| 
dispensarics health cares, 


lL. To make grauts 

Zilla 

Parishad or Gram 

Panchayats. 

. 4. To adopt measures | 

for the relicf of | 

distress. / 2. Examination and 

To contribute sums | sanction of the budget 

towards the cost of | estimates of the 
| 
| 
| 
| 
| 
| 


PNAEREIAT Ne REA SRE 


i) 
27 ray 
Per 


Wn 


maternity and child 

welfare centers. water supply or an*:- Panchayat Samitis. 

3. Tocontribute such 
sums as nay be 
apreed upon towards 
the cost of 
maintenance of any 
institutions situated 
outside the district 
which are beneficial to 
inhabitants of the 
istrict. 

| 4. Establishment of 

scholarship or award 

stipends for further 

more of technical or 

other special forms of 

cducation, 


3. Management of public 
ferry 


epidemic measures 
undertaken by a 


a 


SAREE AD 


4. Management of irrigation 
works. 


inumicipality wilhi: 


= dyes 
atten 


the Panchayat. 


HE NY 


campaign. integration of the 
6. Cafe of infirm and development plans 
destitute. © and schemes 


7. Rehabiiitation of displaced 


prepared by the 


persons. 


{ 
% 


[fen en Am Ina ER ay i 
WGTanl ranciuayats. 


| 
| 
5. Grow morc food | 6. Coordination and 
{ 
1 
| 
| 
! 


8. Animal husbandry. 7. Examination and 
9. Acting as a channel sanction of budget 
through which estimates of Gram 
Government assistance Panchayats. 
Should reach the village. 
10. Wastcland/fallow land 


| 
| 
| 
improvement, | 
| 
| 
| 
| 
| 
/ 


5. To make grants to 
Panchayats Samitis 
and gram Panchayats. 

| G. To advise State 

Government on all 

matters relating to 

development work 
among Panchayat 

Samitis and Gram 


: 
Bena neat 
A cdasvia al 


li. Plantation 
12. Assistance in 
implementation of land 
reform works. 
Schemes entrusted by 
Government. | 
14. Ficid publicity of 
development | 
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works/welfare prlogrammss 
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FUNCTIONS OF DIFFERENT LEVELS OF PANCHAYATS IN WEST BENGAL - Il 


Head Gram Panchayat Panchaya Zilla Parishad 
Samiti 
Discretionary 1, The maintenance of ligh ating of | 1. A Panchayat=<}4) Zilla 
Functions public streets. ee may Parishad 
2. Plantation 2n public streets undertake or may 
and public places. execute any undertake or 
3, the sinking of wells and schemes if it cxccute any 
excavation of ponds and tanks. extends to schemes if it 
4. To introduce and promote more than one extends to 
cooperatives. Gram more than 
5. Constructicn and regulation of Panchayat. onc block, 


markets, melas, hats and 
exhibition of local produces. 
; 6. Allotment of places for 
securing manures. 
7. Sanitation work. 
8. Managing the distribution of 
State loans. 
9. Promotion of coitage 
industries 
10. Decthiette cn of rabics and stray 
dogs. 
11. disposal cf unclaimed cattle, 
corps and carcases. 
12. Construction and maintena 
of Sarals, dharmasalas, rest 
houses, ctec. 
13. Establishing of libraries and 
recrcation places. 
14. Statistics. 
15. Fire protection. 
16. Prevention of burglary and 
dacoity. 
17. Any other works of public 
utility. 


J) 
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vy revcy eo ecrroF ~ > a ea 2 OM. cy | rie ee oe 1 
Al FANGHA ATS AT MILLAGE LEVEL: Ct PT TEL oa 


TAYAIS AT » 


CET Lode t dtd? 
————— 


r c | AT .~in ate | Remarks, 
No. at ina TAC 
| 
| 


Members | Election of if any 

inci, fhe 
Chairman | Chairman 
As may be 
prescribed 


| Execution of works 
| of Panchayat 
| Agriculture, Public 
Health, Water 
Supply, Sanitation, 
| Family Planning, 
| 
| 


Andhra Beneficiary committee 
Pradesh +} for the execution of 
works of the Cram 
Pan pohayat and 
functional comnnttecs 
for Paricut ae public 


health, sanijation and Education, cic. 
communication in 
every Gram Sabna 

Production 


Gommiitec 


Karnataka Onc | 
represcniative 
from co- 
operative 
SOCICLICS. 


Adt.vaksha | Agriculture 
Production, Animal 
| Husbandry, Rural, 


Industries, Poverty 


| Alleviation 
| Programmes. 
2, social Justice -5 Jpachya- 1.Promoting major 
| 
| 


Committee 


(ree 


At Icast onc 
‘Shr interest of membcr form 
eset s/ CS. | SC/ST and 
2.Protesting them one woman 

from social 


injustice. 


3.Welfare of women 
and chiidren. 

Education, Public 

| Health, Public 

| WOFKS. 


I A Or & 
5) AMCNIfIES 


3-5 Adsyvaksha 
Commitiees 


Punjab Agriculture A Representa- 
production, Animal | tive from 
Husbandry, rural + | cooperative 
industries, Poverty socictics shall 
Alleviation be co-opted. 


| 
| | 
| | 
| 
| | fe | | Programune. (Farmer | 
Lk Social Justices | 3-5 S | é 
| S Justi | 3*3 Saranch | 1.Promotion of Clubs, Yuvak | 
| COMMiItice | 
| | | ee major interests of | kendra & | 
| | | | SCs/STs/BCs. Mahila 
| 2.Protecting them Mandals). At 
| | | from social least one 
| | injustice and member form 
ex Olt e ; ; 
| a apy atvlon. SG/oL | 
| | | 3.Weltare of women | One woman . 
eee aie | and children. . 
A hia ee oo Sarsanch Public Health ) 
) -OmuUiee eon 5 | 
) cCucalion, Public | | 
| | 
——_——— a ae er, Voglee ) 
) vy eSt O tl ON IT { \ . | 
Bengal ) | 
EE eee Ma 


~ 
_ 


4 


AHA et 


bet 


id 


PRS ie ems cht St Cee he RO 
USS A ve Kel 5 


? sn phy oY ‘ ae 


wey 
ee Kee 4 


Rati aie i 
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B. PANCH A YATS AT INTERMEDIATE £ LEVEL: COMM TITEE SYSTEM 
Name of the Committee Na. of 


Nénjor Tuncticn/ Remarks, 
Members | Chairman unetions if any 
ine! 
Ciiagirman 
Andhra A Mandal Panchayat may and if so required by the Government shall, join with other 


Pradesh local authority in constituting 2 joint committee for any Joint purpose. 


Karnataka General Standing Not rore Adhyaksha | 1.Establishment No member to 
Committce than six ma CMors scrve on more 
communications, than one 
Tural housing, committee 
Finance Audit and Not more Adhyaksha | relief works, etc. 
Planning Committee | than six 2.Finance, 
Budegcts, Account 
Social Justice Not mere | Upadhya- Savings, etc, 
Committee than six ksha 3.Securing Social 
7 Justice to weaker 
Sections of the 
socict 
Punjab 1. General Committee | Not more Chairman | Estaslishment No member 
than six pe matters, except chairman 
communication, Shall serve on 
Rural Housing more than one 
2. Finance Audit end Not more Chairman Water Supply, etc. | committee 
Planning Committee | than six Finance, Budgets, 
Accounts, Small 
3. Social Justice Not more Vice- Savings, ctc. 
Committee than six Chairman Securing Social 
| Jusiice lo weaker 
‘ sections 
West 4. Arth Sanstha, 7-9 Sabhapati | finance, 1. Out of all 
Bengal Unnayan, | Establishment members ! 
Parikalpana Sthayce Development and | a) 3-5 shall be 
Samiti | Planning clected members 
3. Jan Swasthya 7-9 | Elected | Public Health b) Sabhanati 
Syayce Samiti shall be ex- 
6. Purt Karya Stha 7-9 Elected =| Public Works officio 
member. 
Samiti b ; aa, - 
7. Krishi Seeh O 7-9 stected . Agriculture, | Three members 
Samataya Sthayee | irrigation and | Shall be from 
Samiti | cooperation | Officers of State 
Elected | Education | Govt. (not 
Camis | | having right to 
, finn Terr 7.5 Elected | Cottage Industrics, vote) 
as ee bp be | telief works and | 2. No person 
adnwka yan EELELYVCC ; 


snall be allowed 
tO Serve on more 


ae esps 
MN Tavice 


Saimit 
10. Samanvay Samiti 


Com Haittece 


wet ew eee ~ te ae ne owe — \ielatinteepvaanecs omtenaadédi snide 


3. Shiksha Stha: veo 7-9 
| 
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da hat hd Pat Pe aad VOTE .¢f 


wry . a4 NOT of YA T': CON {ML ek £565. Te aby | 


Plin | No. of 


Tynetion (Other than 


Chsirman | delevated functions) 


Pe 


Chairmar 


Agne ulti 


s may be Chairman 


Bericoilt ce for prescribed 


wo sero 
ommt ittee for pres eribed 


> 


‘ : ~ Bray ey Mtns 
Stan nding AS may be Cilall 


Commitee for 
Planning (ta 


errr ee a 


prescribed 


Charman 


a) 
Ve 
o- 
ey 
A 
‘& 

> 

: 


As may be 


Commiltce for prescribed 


i 

i" 

=) 

> 

" 

~— od 

io) 

ae 


Reclamation, Seri culture. 
Poverty Alleviation 
Programmes, Arca 


Cooperation, Small 


Medical services, drainage, 
Relicf works. 

Budget, Taxation, Finance, 
Co-ordination of works 
relating, 


and Child Welfare 


Women 


ner 


relicf works, 


to other cominiftces. 


Vi al = 
mee : mau he Vicc- Agriculture, Anim y 
Andhra j i. Standing As may ¢ : Soil Hie 
~ ¥, ¢ an agrr Lfusbandry , Forestry, 50! id 
Pradesh Commitice for prescribed Chairman bit ‘ 


[ ge | ral > s c ie 
Develepment Development Programmes, aoe 
3. Standing As may be Chainmnan employment, Housing Ee 


Education aad Industries, ete. Ba 
Medical Services Education, Social education, ee 


| Bi: 
a 
| a: 
Wemen Welfare | Welfare of SCs/STs BCs, us. 
; t.6. — Standing | Asmaybe | Chairman Cullural acuivities. & 
| Committee for | prescribed Coinmuaication, Water = 
Social Welfare . Supply, Power Irrigation. Fa 
| 7. Stan: ding Chaimn: = 
| €ominittee for oe 
works. ery 
Karnataka . Not more iZstablishiment matters, No mem- i 
| Coramittee | than five communications, ber to F 
| 2. Finance Audit | building rural housing, serve on ‘eS 
and Planaing | Not more | relicf works, etc more than ca 
| ; Committee i than five | Adhyaksha | ie 3udget, one com- i 
3, Social Justi ice : | Accounts, Expenditure mittee ae 
; eoenutte ee | Not more | Upachya- | and Reman Planning, be 
ee = aa and | baat five ksna . Evaluation, ete. bo 
| __, lealth C ommities | Mot more | Bleed | Securing, Social JUStiC S 
2+ Agnculture and. - + than five "to weaker Sections of the ¥ 
| mdusirics / | socicty 3 
Committee | aby a S | lested | Education activities, eS 
| than five development planning, = 
. | | Survey, literacy gre 
| | programmes health ee 
. | | services, ete, eS 
| . AGriculture production a 
animal husbandry, be 
| ccoperation, village Sy 
industrics and ey 
| industrialization a 
| ; ‘istablishment matters, No mem- Ge 
| SOD Nunication, ber shall ; 


serve on 
more than 
lwo com- 
mittecs 


, 
. 


x 
ee ee eet a es 


Si a eee os 


7? 
sar 


~ 


5 > in : ae st 


“Nerw 
1 


< 


ae Ee et oe eee ee ok ee a ee a Pe 


2 bo 


So 


Cv 


Committee 
Social Justice 
Committee 
Education and 
Health Committee 


Not more 


than ‘ive 


Not more 


than five 


Agniulture and 
Industry 
Committee 


Finance, 
Establishment, 
Development and 
Planning 

Public Health 
Public works 
Agniculture, 
Imgation and Co- 
Operation 
Education 
Cottage industry, 
Relief and Social 
Welfare 


Not more 


than Ave 


Elected 


Sabhapati 


5 members 
nominated 


and one ex- 


officio 
member 
same as 
above 


same as 
above 


Same aS 
above 
same as 
above 


Elected 


Elected 


Jilected 


| 
| 
Elected 
| 


Plan priorities, 
evaluation review 
programmes. 

Securing interests of 
Weaker sections of the 
society, 

Promotion of Education 
planning, survey and 
evaluation, literacy, 
nealth medical and 
welfare. 

Agriculture production, 
animal husbandry, 
cooperation, village, 
collage industries and 
industrial development. 
Finance, Establishment 


Public Health 
Public Works 


Agriculture, Irigation 
and Co-operation 


Education 


Cottage industry, Relief 
and Social Welfare 


ii 
Nominated 
(by state 
Govt.) 
member 
have no 
right to 


vote. 


2. Term of 
a member 
is 55 years. 


3. The 
Secretary 
of Silla 
Parishad 
shall be 
ex-officio 
Secretary 
to all the 
Sthayee 
Samitis. 
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< SiS seabier mr 
PANCHAYATS AT VILLAGE LEVE? = Remarks 
A. AN 4 TA} { TS cad - me ’ Discretionary Sources q 
State Obligatory Sources 


Andhra 
Pradesh 


4 i 2 ax Oli 
| taka buildings @, 


1. House Tax 

2. Tax on village 
produce soid ii 
the village. 

3.A duly on 
transfer of 
property. 

4. Tax on ° 
advertisement 

5. Vehicle tax 

6.Special tax on 
houses for 
providing 
facilities. 


10% of annual 


g value. 


pony 
| a 
~ Lan 


on lands 
(not subject io 
agriculiural 


YoCcac (ERS) i 


YVevuwsy I * ee] 
Be ne 
AN jy me 


a 
annum 1Or Cvcryv 


hundred sq 


Ons 


Kan. Of arcs 


| 
| 
| _in the villas 
[1 Tr 
| 
| 
| 
| 
| 
| 
| 


1. Payment by NV farke 
Cemmittce 

| 2. Payment made by 

| Mandal Panchayat and 
! 

| 

| 

| 


re. ae Fat 
Lik li Janchaya L Avti 


share 
in income derived from 
markels and ferrics. 
Fees for tcinporary 
| occupation of village 
sites, roads ana cther 
public placcs. 
4 Income from 
endowments and tnusts. 
5.The net assessments on 
service Income. 
6.Income form village 
fisheries, woods, reeds. 
7. Unclaimed derosits etc. 
8. income from lease of | 
Govt. property. 
| 9.Grants from Mandal 
Panchayat. 
10.income from 
ity 


U2 


=... 


natw 


| 
' 

i} 

| 
yestment cf eri ) 
tekken from Panchayat 
Ftd. | 
11.One- tenth ofthe gross | 
| 

| 

| 


licome der 


ved by 
Government from fines 


ees by Magistrates 


tay Me 


BR Tar 151i of aimouiit by | 
a | 


¢ or) 
al Ga 


lLasriawe 1 4 
: - Ine r “pes 
1@ViCsS on banG iS CuuCc 
rt * 
et at tai} 
fis Ordlit OL ONC i2ki Is 
(AAAS ak 
(al lUay) 
4 
4 Hitata af 
nm x NTOAC AAAS 
a wall) Oatley, LUGS. | 
' 
' 
| 
| 
' 
' 


' on cducation and land. 


Tax revenue 


1. Vehicle lax. 
2 A tax on agriculture land 
for a specific purpose 


_A land cess at the rate of 
iwo per cent. 

_A duty in the form of 
surcharfzc on the scipniorape 
fees on materials other than 
minerals. 

5. Surcharge on tax ieviable 


i. Tax on entertainment other 
than cinematography (shows 
@ Rs.25 per show) 

2. tax on vehicles other than 
motor velricies. 


3. Tax on oo and Hoarding 


4. Piigrim 


ce 
CS 


5. Market fee 

6. {ec on registration of cattle 
7, Surcharge on tax (as may 
be directed by Govt.) 


Taxes are 
yearly 


BY 
> 


: = co es 
TERT SRT TES eee eg IRENE 


Ne 


HANEY OT 


SORTER ET IN HE TE EEN m 


x 


wh ; Yt On, 


EPs ORY 


LOA 
r em: % fi ake HPP 
1 St eb eg? elle ‘ 
TAC ESE a 
6500 pr tiqwe cbphue 


’ 
“ he ¢ 


7, 


ay 


< 


© =) 


1. Water 
rate 

2. Fee on 
buses, 
taxies, 
autostands 
for 


pe A 
fake 


Ta, 
i i 


providing NS 
facilities a4 
3. Fee on Y 


grazing fe 
cattle in 
grazing yy 
lands. 


arcade 


oy 
Ete 


' 
Wee epi ziS 


ie A ee te ee een 


A. PANCHAYATS AT VILLAGE LEVEL 


Punjab 


West 
Bengal 


1.Tax on lands and |. 


2.Tax on profession, 


buildings 


trades, callings and 2. 
employment other than 
agriculture 

3.Duty in the shape of an 
additional stamps duty 


es 


for all payments for 
admission to any 
entertainment. 
4.Surcharge on stamp duty 


cs Ld 


-~+?F 


(not exceeding 2 % ) by 


State Govt. for Gram 


Panchayats. 


Tax on Land and 


buildings (a) @ one 
percent of the value is 


less than Rs. one 
thousand 
Tax on professions, 


trades callings (subject 


to a maximum of Rs. 
250 per annum 


A duty in the shape of 
additional! stamp duty 
for transfer of property 


(y 2%). 


A duty in the shape of 
additicnal stamp duty 


for all payments for 
admission to any 
entertainment @ ten 
per cent. 


On 


193 


Sale proceeds of 
produces, dust, 
dung ete, 

income from 
village fisheries 
Income from 
common land 
Promotion of land 
revenue (not less 
than 10% of 
revenue realized 
related panchayat 
arca) by State 
Government. 


lncome form 
schools/hospitals/ 
other institutions 
and works under 
control of 
Panchayat 

gifts and 
contribution and 
income from 
trusts and 
cndowments. 


venicle 
Special tax | 
On adult 
mate 
members 


| 3 
for 
communit | 
y work, 


Fees on 
registratio 
n of 


9)| 
ie) 
(@) 
Ww 
[e) 
BS. 
tn 


complaints 

and 6. 
petitions 

in suits a 


and cases. 


t 


Fee on 
Sanitary 
arrange- 
menis 
Water 
ratc 
Lightin 
g rate 
Conscr- 
vancy 
rate. 


Fee for 
Sanitary 
arrange- 
ments 
Water 
rate 
Ligh- 
ting rate 
Conser- 
vancy 
rate 


Andhra 
Pradesh 


Punjao 


ie al Ler ak 1% 
As a” 
{A ¥et 


Local 
=nt p= 
rave Ww 


revenuc 


HISE POST) 


1 aw Ae + SHA 
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enc 70% nd anima t roads an ight : 
| is iro Go : anc animals (for roads and 2. Lighting rate 
Including part of br ages) 
land revenue | 2.Toil on account of ferry 
ele) me c + | Pee Hy 
2.income from | 3.Fee on bate tion of 
| oS hospitais Vericles. = 
' £, othe Gr 
ta Ons & 
; Work | 
3.Giits and 
| Con niributior 1S | 
| 4 ome | 
iis & | 
| endo | 
pte a pdeld ee, 
ateleeeen® CAL ICS | 
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Ciseretiomary Sources 
T 
Tax Revenue Non 
Te 


1.Such 
contributions 
as the parishad 
may levy from 
Gram 
Panchayat 

2.Any other 
income from 
remuncrations, 
enterprises and 
the like. 


nuz. | Proceeds from 
taxcs, surcharge OF 
fees which the 
parishad is 
cmipowercd to levy 
under laws. 


Share of the land reve 


siate LAXCcs C re fees. 
2 Donation and contribulios 
from Gram Panchayats C7 


4. Grants to cover expenses 
orestablis hment matters 

oy Govt. 

. Crants to cover bes enses wie 

siazli-snment m 

yernment. 


on stamp 


— 


hoes bo OY OQ 


ales Procceds 
Reni/pratits from 
preperty maneged 


1 hess On aac vehicles 
amliiazs, cic. , for using road 
by Samiti and oodge under Samitis 
control 
2. Teiis on ferry 
3. Fee for registration of 
velic.es other than those 
registered under motor Act, 
1986 


1.Toii on persons, vehicles 1. Water rate 


peg kes TRACTOR EY ah 


“ -- 
- 
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__C. DISTRICT PANCHAYAT 


Obligatory Sources 


Discretionary Sources | Remarks 
: Tax Non Tax Revenue | Tax Revenue Non 
evenue Thu 
l. Income from endowments for trusts 1. Share of the Such 
administered by Parishad. land cess, State contribu- 
2. Income of Dist. board as Govt. may taxes or fees as tion as the 
allocate to it. may be Zilla 
| 3. Donations and contribution form prescribed, Parishad 
Mandal Parishad or public, 2. . Taxes or fees | . may levy 
) +. Any income form remuncrative which parishad from the 
| enterprises. may levy under | Mandal 
| 5. Annual Gran @Rs. 2/ per person any law. Parishad 
(based on last census data) from - with the 
Government. previous 
approval 
of Govt. 
Karna- | 1. Grants to cover expenses of - All fees, 
taka | establishment matters, by Govt. imposed, 
) 2. Grants, assignments, loans, | if any 
| contribution made by the Govt. = 
| 3. Fines/Penalties 
+. Interests, profits, gifts, etc. 
With the 1. Contribution and grants by Road cess and 
permission of | Central/State Govts. including the part of | public work cess. 
-the State Govt. | Land revenue. 
on the 2, Contribution and grant by Panchayat | 
recommenda- | Samiti. 
tion of the 3. All reccipts on account of taxes, rate 
SFC, the Zilla ; tolls, etc. 
Parishad shall | 4. All receipts in respect of | 
levy any iax, schools/hospitals, building, institutions, | 
duty fee to!! works etc. alo | 
which has not | 5. Gifts and contributions. | Fae 
been levied by | 
any Panchayat. . | | 
' ui 
Proceeds of | i. Contribution and grants by Panchayat . 1. Toils On persons . 1. Water 
Bengal road cess | Samiti or other local authority. a venicles | rate 
| 2. Loans granted/raise . . ) 2. Tolls In respect of | 2.Fee for 
| 3. Income from management of hag x ey. | Sanitary 
hospitals and other institutions or syork. | 3.Fee lee J | 56 
| | 4. Gifts, contribution == |  Fegistration of | ment 
: 7, FD | 


; Jt 
terest ¢ rie esi we yintae 1 Wey o 
oo 1 COMC from {rusts ang CNUOWME , : vYeessils, : 3.Lighting 
' : ate 
- vr f/DARKe fevee i } 
i &y Pines/Pcnalties SUEUR Se ratc 
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- MITE VATT R eA EES 
STATE-WISE POSITS NOF PANC Reaieaitd Boke allie 


y , . ad go) Lad fr T Petes 
PANCHA FAT AT Fr £5 VILA OF DY SAY dade 


( haya ent in 
Control Over Pancaayat Arrangem 


state Control Over Chairperson acerit 
Dissolution 
" Powe f 
> Dp I ad ower 0 
- Macinnand Power of i 
Power of Power of . poner S ition | Dissolution 
. = 4 Tr ction Susnentiof# { - 
Suspension Removal Anspe eee = 
Sc Jovermme! yovemumnen Government 
dhra District Collector | District Collector | Commissioner Go | Government | Gove i 
| | yernment — 
est Commis-sioner CRO CyEO (with Commis-sioner | A person/ 
- tallow alY ‘ f R ae 
reg | confirmation of persons 
a ) 
Commissioner) | empowered by 
| Zilla Parishat of 
. Govt. 
. 
njab Director (atany =} Director | Goverment | Director Government 
J ° 
time) Dy. 
Commissioner | | 
/DDPO during | 
enquiry 
st | Government | Government Inspector of | Government 
ngal Panchayats 
PAN CHAYAT AT INTERMEDIATE ees 


Government Government 


Goverment A person/ persons 


empowered by 
Govt. 
A person/ persons 
appointed by ZP 
or Govt. 
A person/persons 
appointed by 
Govt. 
A 
person/persons/au 
thority appointed 
by Govt. 


— as 
Government 


Commissioner Govemment 


Goverment Government Director Government 


| Government 


Government 
ngal - : 


> 


| Government 


Goverminent | inspector of 


1 Government 
LY Se a = | Panchayats 


Hs r ) i TAT yen? Fan) : 
adesh | i ate | Government Crovernment lA pcrtscry pcrsons 
a 1 ) 
| | | | ) appointed by +. 
) | | | Govt. from time to 
time 
uma- | Government Tae 
| Governmen | Commissioner Government ay 
ner ; . ; | 
ca | en . Government A person/persons 
. appointed by 
Gov 
Ovt. 
njab vbrrene a — 
Government | Government | Director leearnment 
est | 
| 


Government 


ca 


aT cc 
<r i 


mt 


4 


ae 


RUT RL PATI 


se 


ame 
feast 


PRE ack 


DISTRICT PLANNING COMMITTEE (DPC) 


Whether the Composition 
provision of the 
comm. (in the 
Act) is made or 
not 
Andhra Pradesh | No mention in the Act 
Karnataka Provided “Ips, MLAs, MLCs. 
Adhyaksha, Zilla Parishad 
Mayor/President of the 
Municipal Corporation/ 
Municipal council having 
jurisdiciton over the H.Q:s 
cf the district Elected 
members as prescribed 
under the Amendment. 
Punjab Provided Details not mentioned in 
the Act. 


West Bengal Provided | Details not mentioned in 


To be chosen as 
; prescribed 


State Number of Members Irma Qualifications 
udinge Chairman Prescribed for 
facluding C 


Members 
Andhra Pradesh five Experience in public 1. Special knowledge 
Affairs of finance end 


| 

| accounts in 
government or 

| 2. Wide experience in 

financial matters/ 

administration or 

| J. Special knowledge 

| of economics 

eres ae 


As may be prescribed As may be prescribed 


/ 


Karnataka three 


To be constituted in accordance with the provisions 
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1. This annex estimates the cost effectiveness 7 -: 


‘=* cost measures. These estimates are 


compared to a tertiary hospital using different unit " its for in-patients and 
achieved by comparing the ov erall unit costs relazed to specilic inpt 


) efficiency 
out-patients at secondary versus tertiary hospizais and by giving cost and y 
tiary level hospitals in terms of costs per case 
comparisons of secondary versus tertiary leve: 1Osp\« ape He 
equivalent. Section A estimates costs at a secor dary versus a tél ae nat ae we 
ee C ‘sia vi rived a ak 
Andhra Pradesh, in terms of cost per case equivzient, whicn iS arf : y me 
consideration the number of in inpatient (IP) and outpatient (OP) services and recu 
capital costs. Section B provide s a more detailed analysis and summarizes a time- motion 
study in which 1 PMC, 7 secondary hospitals, and 2 tertiary hospitals in AP were 
compared in order to estimate unit health care costs in terms of bed day, OP, IP, Level I. 
and iI tests and x-rays. 


2. Analysis comparing cost-effectiveness between different types of hospitals is limited in 
India, becausé of the non-availability of data and due to variations in the case-mix. 
Moreover, even when data is availabic, it is difficult to compare certain services because 
for example more serious and complicated cases zre admitted at tertiary hospitals, and the 
length of stay and treatment costs tend to be higher at tertiary hospitals. Previous analysis 
has shown that between 25-40% of costs could be saved by treating patients at secondary 


facilities rather than at tertiary hospitals. The data used in such analyses have been more 


broad-oased and have tended to overicok some of the problems noted here. Moreover, 


such analyses did not compare similar services. 
3. One of the rationales for focusing on 
economic efficiency point of view, 
considerably by ‘providing health c 


ait 


providing services at the secondary level, from an 
is that the unit costs of treatment can be reduced 
are services at Lower level facilities where unit costs for 
comparable services are lower. The analvsis in this annex will approximate the magnitude 
of cost savings if diagnosis and treatment of conditions that could be addressed at 
secondary facilities arc indeed taken cxre of g oud rather than at the tertiary level. 
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30% of in-patients, respectively during the nast 2 years pati 


ears patients admitted for gynecolo gical 
problems and procedures comerised about 11% of the in-patients; and a roughly ecual 
Proportion of in-patients had c- mplicated obstetric care. Cne difference, however, was 
the higher utilization of out-pazient services at Suraj Bhan (frst referral) riospital, with a 
much higher number of Out-patients per in-patient (6 to 1) compared to the Sultan Bazaar 
Maternity Hospital (1.2 to 1). 


5. Estimation of Costs. The recurrent costs for the Sultan Bazaar Hospital were taken 
from the budget books, and the recurrent costs of the Suraj Bhan Hospital were teken 
from hospital records and grants received from the government. The recurring 
expenditure, under different heads for three financial years for both the hospitals is 
presented in Tables 1 and 2. Since both hospitals come under different administrative 
systems, cost heads do not exactly match, and information on some heads is not being 
routinely compiled by these institutions. However, at an aggregate level, both data sets 
represent average recurring costs. 


Tabie i: Recurring Costs of Suraj Laan iespital (hs.) 

| Head of Account | 1992-93 1993-94 1994-95 Average | 

| | 1993-95 | 

[Pay & Allowances | 1,641,125 2,397,259 | 2,656,855 2,527,057 | 

| Rent rates and 50,263 py es | eh | 

| Taxes : ; | 

| Water and S Ware 17,514 17,534 17,524 | 

| Electricit | | 

Cleanliness | 5,27+ 3,624 2,650 S137 | 

| Charges ; ) 
‘ | Stationary, Imprcst 13,687 15,496 | ; [2,354 13,803 | 

| & other ) ‘< ; 

| Contingents elle cat | 

| Maintenance 10,869 9,935 19,143 14,539 | 

| ’ 65,037 . 57,247 . 61,142 

| Electrical Goods | 73,709 2: -- ) : 

I Drugs and | 1,326 ae ee 3,803 | 

| Medicine | | | 

| Drugs & Supplies | 425,008 | 

1 Provided from | 

| Headquarters | 

| Diagnostic and Lab | 2,812 

| Material ) . 

Surgical 1,380 

instruments — Ws: S78 

| Uniform er 75 550) 91.250 


i____ 3,343,842 


Water and 
| Electricity ” 


. 90,00 45,000 
Other Office | 33,000 ( 90,000 4 
Expenses 
| oe ate 2 ee cane Te 
Rents and = axes 0) an 29,090 112,000 70,500 
| ns | aS O00 50,1540 15,000 32,500 
it Publication : 


Machinery and 
Equipment 
Motor Vehicles and 
Over Expenses 


72,000 Eo) 546.080 150,000 848,000 


| 

| 

. 0 | 157.200 0 78,500 
| 

| 


9,000 295,000 
| 1,400,000 1,398,500 


Su lies 
| Diet 0 ) 220.90 | 220,000 220,000 


pie ee} 6,795,000 9.842.700 9,706,000 9,774,000 


eee eee... —________ nnn 


6. Estimation of Capital Costs. Capizz! costs, however, were more difficult to 
estimate, since both hospitals are located in c:¢ Penal structures that were converted 
several decades ago. In addition, the equipment is relatively old. Hence, it was not 
possible to a at precise capital costs. An approach suggested by WHO for estimating 


capital costs’ was used} This included a dezailed listing of existing capital resources of 
(eee ay Pee ae : : 2 
both hospitals, namely building (area), ee (major, minor and surgical) and 
Ty a ~ rras\t oO lalatal ae sANCA ner Ace ii ; ; ; 

furmiture. The current costs-of these capital resources were applied to the existing 
facilities of both hospitais os each capital fac lity the mean duration of utility was 
arrived at by obtaining expert opinion. Examples from the Indian context were taken to 
arrive at @ capital facility with a mean duvation of use and the annual capital cost 
component. 
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Wa Laka 


ui Cosi 
Capital Description Current Costs Mean | Ustimated Capital | 
Facility Duration | Cosis | 
or Use in per Annum 
Years | | 


Sultan 


Suraj ae | Sultan Sura} | 
Bazaar Bha Bazaar Bhan 
Equipment| Major 4,237,100 | 1,050,100 10 428, 
137,000 | 90,000 
230,000 | 67,000 


Furniture | @ Rs. 1,395,200 | 436,000 
8720/bed 


Building | @ Rs. 400 per | 15,290,000 | 6,960,800 
Area Sq. Feet - ’ 


Total Capital Costs per Annum l 


NS 
(oe) 
~ 
— 
Le } 
bak 
O 
Nn 
Oo 
pont 
(-) 


372,826 
l 


Area 33,225 Sq. Feet 


2 
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7. Estimation of Unit Costs. Since the hospitals stuaica provide both in-patient and out 


patient services, a comprehensive index which captures both types of services was applied 
to arrive at a unit cost figure. The day equivalent method which equates the cost of one 
in-patient day with four out-patient visits was used. Using io case equivalent method,, the 
unit cost for each hospital was calculated. The results are shown in Table 4. 
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ip en arg 2 ey jh 
—-—--— aT TT eT 7 ae — 
; es} ttt Costs for 1993-79 34 is.) 
Table 4: estimation oF L nit Uses at 
Suraz Bhan Hospital / 


12,199 


one 62.230 | 79,962 | 
a OP | G2": | | 


| rE een es ena NS 
Ng Re Pee 


= 32,190 
; 68,34 oa 
Case Eq en | 3,343,842 


372,826 
3,716,668 
BE 


| Total Annual ae 
. Cost per Case Equivaicnt 


8. Since data on in-patients and out-patients were availavle only for two years (1993-94; 
1994-95), the analysis applies only to this period. The results indicate that day unit cost 
equivalent at the Suraj Bhan secondary hespital is about two-thirds that of the Sultan 
Bazaar Maternity Hospital. The results ere similar to other studies which found that 
services at seconda ary facilities can be provided more cost effectively than at tertiary 
hospitals if it is technically possible to provide these services at the secondary level. In 
other words, there can be considerable cost savings if services that can be provided at 
secondary level facilities are srovided at those facilitics rather than at tertiary hospitals. 
The main reason for the savings irom our s:udy of at the two hospitals was largely due to 
the greater unit costs of infrastructure and overheads ai tertiary hospitals. 


los 
- 


9.“ A review of several studies undertaken Dy Barnum ct. al. also concluded that within a 


country tertiary hospitals tend to have higher average costs than the less technically 
complex district level hospitals. However, since they did not analyze unit costs for similar 
types of services provided, these results are mercly indicative, and apply only for two 
hospitals. Nevertheless, they do illustrate the fact that streamlining and rationalization of 
services can result in considerable cost 


Vu 


Seen fF! 
ae 
> tense ¢ 


ee eee 


Maeda cL 


ta 


ray 


psa tniriebiemenesintietie eS 


4 2 
Section B: “Time Motion Study -- Costing ot Different Levels of ileaith Facility : ie 
We omPactiuenc eka ale acoe re Lf eR : : ~5 5 
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Out Reach: 


Health worker's Contact 
A health worker (HW) on an average will 
Salary/month =Rs. 2813 
Salary/day = 2813/26 

=Rs. 108. 
Cost/Contact = 108/10 


=Ks. 19. 82 


visit 10 houses per day. 


Sub center: 


Health worker's contact: 
On an average a HW will contac: 20 patients per day. 
Cost/Contact = 108/20 

=Rs 5.4 


Cost of building for one contact = 1.37 
Cost of furnishing for one contact = 1. 63 
Total Cost/Contact = Rs. 8.4 


Primary Heaith Center: 


Bed Day: 


je The cost per bed day at PI{Cs was determined by taking into account furnishing & 
other equipment, 40% cost of staff room, 60% cest of OT, 40% salary of staff (excluding 
MPHWs), 40% cost of Medical Officer Room, 40% cost of refrigerator, 50% cost of 
building. 


OP Contact: 


i2, An ideal PHC on an average wiil have at least $50 CPs a day. The cost per OP 
contact included the cost of OT (40%), examination room, visiting hall, 60% cost of staff 
room, 60% salary of staff (medical officer, staff nurse, pharmacist, attendee), bai of 
medical officer room dispensing room, ante natal check-up room, verandah dressing and 
injection room, 60% cost of refrigeratcr, 50% cost of building. 
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. ee uoney for 20 minutes time of radiograpner, dark 
\4 20 minutes time of equipment, sa:cry +01 | 

? dditional cost of Rs. 30 for x-ray film was taxen. 
room assistant and an additional cost Of A>. - 
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Table 6: Final Costs at the PHC Level 
SR a ee 


=a ae aa 


12.88 


Table 7: Final Costs at the PHC, Secondary, and Tertiary Levels - 
(Unit Cost: Rupees) 


Level II test 


Calculation of Manpower Component of Bed Day and OP Contact: 


lt. This was done by: 

Determining the staff involved in IP as well as OP care; 

Obtaining the salary devoted towards the staff: 

Find out the percentage of time devoted for IP and OP care; é 

Multiplying the cost per day by percentage of time towards IP and OP care for finding 

out the total cost of the time devoted; and 

e Dividing the cost per day devoted towards IP by number of beds in the hospital and 
OP by number of OPs for OP contact. 


Calculation of the Equipment component of IP Day and OP Contact: 


18. It was assumed that 80% of the time is devoted to IPs and 20% to OPs (collected 
from expert opinion). Multiplying the total day cost by the percentage of time devoted per 
IP and OP gave us the total cost per day devoted towards IP and OP. Then the cost by 
number of beds available in the hospital for IP and number of OPs was divided in order to 
arrive at the cost of the equipment devoted for their care. 
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Table 8: Cost of Different Equipment included in OF contact and in IP day 


a f i Refrigerator and A/C 
‘Th dd d Furnishing, & | Minor Equipment Administrative Jfoupital Plant g 
edde “urns i be ; 


oe Thee tors ctc.) 
Hospitals Hospital and Furnishing Raul pigens aoa 


Equipment 


3 
2.79 0.53 


0.75 0.71 


Table 9: Costs at Different Sizes of Secondary Hospitals 
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Components included Bed day OP Level I Level Il 
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30 Bedded Community Hospitals 
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Table 9 (continued) 


Components included Bed day OP Level I Level I | X-ray O 
Contact test test 


200 Bedded District Hosp itals 
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Table 9 (continued) 


este i chi pacman aa 25 ll OD ns el ce ae as T K-rn 7 OT 
Components included Bed day OP Level | Level I y 


Contact test test 


Witenes, | | TT te 
Administrative Equipment. Paper Cor ee | 
Total 


9.65 38.98 
Sis ee 7 ee 
en ieee — | eee) | 
0.79 or Coa TE | 
Legg ex 
Sees (ny a 


eagetioci 
(coe 30 
eer 
act oat! 
ted 2 
3.8% 


62.91 2.28 


19. Costs which are not included in IP day or OP contact are given below. 


Table 10: Electro Medical Equipment: 
(Specifically the Cost of Specialists Equipment; expressed in terms of hours) 


Type of Hospital | Community Area Hospital District Hospital 
Hospital 


Cardiologist Equipment 1.15 
Bitankeos | 
ae See 


— Teer Saye 


0.97 


Table 11: Pneumatic, Hydraulic and Sterilization Equipment 


Community 
Hospital 


Area Hospital 


District Hospital 
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a Table 12: Vehicle time (expressed in hours) 


Table 13: Costs of Specialists’ Time (expressed in hours) 
Specialist Catego 


Civil Surgeon Specialists (Medicine, Surgery, Obst.. & Gyn. Pediatrics, 


Anesthesia, Orthopedics, Ophthalmology, Cardiology, Pathology, Radiology, 
etc.) 


Civil Surgeon RMO 
D Civil Sur 


epu geon 


Dépdly Hee Suen 


Civil Asst. Surgeon (Medicine, Surgery, Obst & Gyn., Pediatrics, 
Anesthesia, Orthopedics, Ophthalmology, Cardiology, Pathology, 


28.97 
Radiology, ENT, and other category) 
Operational Cost 
20. These costs mostly include the recurrent expenditure of the hospital. The cost per 


day could be easily derived from the Table 14 below. The same-table can be used for 
secondary as well as tertiary level hospital. 


Table 14: Recurrent Expenditure 


Contingency account (for soaps 
Toilet maintenance and Supplies 
Stationary 


Electricity and Water Bills Sana | 
Night duty meal allowance for MOs 2 


= re 
Hospital POL and Servicing 


().5% 
38.59 
0.9 


Total Cost 
(in Millions 


46 
So 
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Table 15: Final Cost Estimates at Secondary level Hospita J 


“Tee Unit Caee 


Level Il or 


Tertiary Level Hospitals 


21. In order to arrive at different components of the infrastructure at a tertiary level 
hospital a survey was conducted at Gandhi hospital (1012 bedded), Secunderabad. Based 
on the information obtained from the survey the unit cost was derived for different 
components. The data is given in the following tables. The components are: bed day, OP 
contact, OT Hour, Level I test, Level 11 test etc. The costing procedure for the tertiary 
level hospital is same as secondary level hospital with the exception that in the case of 
tertiary level hospital the costs have been presented department wise. 


A. Estimation of IP Day and OP Contact: 


22. The following points were considered for calculating the IP day and OP contact: 
| 


Staff (excluding doctors) time was calculated in the same way as secondary level 
hospital. 


First, the total salary of the staff for a each department was found. | 

The percentage of time spent per day for IP and OP care depending upon the 
categories of staff was determined. For example some nurses are exclusively meant 
for LP care where as others are for LP and OP. For those nurses whose time is used for 
IP as well as OP we assumed that they spend 90% of their time for IP and 10% for 
OP. 


The result was then divided by the number of beds available in each department ii’ 
order to find out the cost per day per bed. 


B. Other staff involved in patient care: 


ZS, Under this category, the staff included were security guards (100% IP), other 


clerical and official staff who work for IP and OP (90% IP, 10% OP), dri 
. g , , drivers and cleaners 
(90% IP, 10% OP), Dhobi, Mali and Electrician (90% 


7o IP, 10% OP : 0 
Pharmacist and Refractionist (50% IP, 50% : . ), Cooks (100% IP), 


0 OP), Staff on power supply (90% IP. 10% 
OP). The cost of the above staff for IP and OP care was calculated as Dee wal 


— me en Tame eg 
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The cost of percentage of time devoted for IP and OP. 


All categories of staff time were then added separately (by taking into account the 
cost of percentage of time). 


The total cost of time devoted for IP was divided by the total number of beds to 


arrive at the cost per bed per day and time devoted per one OP contact by the total 
number of OPs. 


C. Estimation of Building Space: 


24. Taking cost per square feet as Rs. 300, Life expectancy as 20 years, and 400 
square feet per bed, the cost of building space per bed per day was calculated as follows: 


e Cost per Square feet = Rs. 300/- | 

Given the life expectancy of 20 years the cost per square fect per year is Rs. 15 
e Cost per day per square feet is Rs. 0.041 

e Cost per day for 400 square feet is Rs. 16.44 


D. Furnishing and Other Equipment: 


235: This includes cots, mattresses, bed sheets, saline stands and other accessories in 
the ward which varyfrom department to department. The cost of ward furniture was 
calculated as follows: 


e The total cost of the equipment was found. , 

e Assuming a life expectancy of 5 years, the total cost was divided by 5 in order to 
arrive at the cost per year. 

e Cost per day = Cost Per Year / 365 1 ’ 

© Cost per IP day = Cost per day / Number of beds in respective departments. 


E. Generator & Lifts, Other Electrical Equipment, and Minor Equipment and 
Furnishing: 


26. All the equipment were considered for inpatients only. 
F. Furnishing and other Equipment for OP: 
27 These equipments are exclusively meant for OP Services. 
e = The total cost of these equipment was obtained. : 
e Taking their life expectancy to be 5 years, the cost per year was obtained by 
dividing the total cost by 5. 


= cos sar / 365 days 
t per day = cost per year h3 | 
: oan tn OP contact = Cost per day / (No of beds in the hospital X 4) 
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28. In tertiary level hospital the Level II tests are done at different departments. They 
are Biochemistry, Radio Diagnosis, Microbiology, Serology and Pathology. For 
calculating the cost of Level II test the following components were considered. 


1. The cost of equipment time used for the test. 
2. The cost of man power involved. 
3. Any additional expenditure on x-ray films, different chemicals etc. 


Table 16: Costs of Different Departments at Tertiary Level Hospitals 


Salary Component | Bed/Day OP Level II X-Ray 
Contact Test Test 


Radiology Department (IP | 
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| Bed/Day | OP) Lvat Level 1 | X-Ray 
Contact Test Test 
Blood Bank 
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Table 16 (continued) 


Se on pk Ale 


Neurolog 


Staff excluding 23.56 0.65 8 
Doctor 


Shae oa 


Furnishing and other 
equipment 
Gecmisrmd bis | e001). 


Other Electrical 0.32 
Equipment 


Furnishing 
Hole (epee os 
5) 


Hospital Equipment. 

a. ia ardecgt 
Doctor 
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equipment 
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Equipment 
Minor Equipment and 0.04 
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Hospital Equipment. 
OP Block 


Doctor 
Building Space a (C7 9 SR TR is cdc, 


Furnishing and other Pea 
Generator and Lifts 0.01] 
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Table 16 (continued) 


~ | Other Electrical 0.32 
Equip ment 


Minor Equipment and 0.04 
Furnishing 


Furnishing and 
Hospital Equipment. 
OP Block 


Staff excluding 

Doctor 
| Other Staff fats | 
: Building Space 


Furnishing and other 2.79 
equipment 


Generator and Lifts 
Other Electrical 0.32 
Equipment 

Minor Equipment and 0.04 
Furnishing 
Furnishing and 
Hospital Equipment. 
OP Block 
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Building Space 


Furnishing and other — 
Equipment 
Generator and Lifts Fa 7s 


Eq quip ment 


aie 
Furnishing 

Furnishing and 

Hospital Equipment. 

OP Block 


hte Ue 
| 

Staff excluding Sy eae 

Doctor 

en 
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Minor Equipment and 


Furnishing and 
Hospital Equipment. 
OP Block 


Orthopedics 
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| 16.44 | 


Staff excluding 
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Furnishing and other 
Equipment 
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Table 16 (continued) 


Bed/Day OP Level I Level II X-Ray 
Contact Test Test 


| Salary Component 


Furnishing 

Furnishing and 
Hospital Equipment. 
OP Block 


Other Electrical 0.32 
Minor Equipment and 0.04 
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| Staff excluding 60.05 1.67 
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Table 16 (continued) 
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Table 16 (continued) 


Salary Component Bed/Day OP Level IT X-Ray 
Contact Test Test 
[Equipment [| = ee ee 
Generator and Lifts |" 0.01] a 
-Other Electrical 0.32 
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Hospital Equipment. 
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Table 16 (continued) 
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Salary Component Bed/Da 
Building S 


Dace saeC a 
Furnishing and Other 2.15 
Equipment 


0.01 
Other Electrical 0.32 
Equipment 


Furnishing and 
Hospital Equipment. 
OP Block 
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Table 16 (continued) 
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Table 16 (continued) 
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Calculation of Cost of E 


quipment used in Operation The 
Departments 


ater by Different 


\ 
29. The method applied for arriving at these figures is same as for secondary level 
hospitals: The cost of the equipment per year is obtained by dividing the total cost of it by 
the life expectancy of the equipment used. The cost/day and cost/hour is then determined, 
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Pe. _ en oe rE 
Table 17: Equipment used by the Specialists for different activities express 


hours (Not included in IP or OP day) 
Cost Per Hour 


emt 


Ophthalmolog 


G Peealo gy OT 


e . 


Cardio thoracic 


Neonatal Equipment 
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37.36 


Specialists Time: 


30.  Inalmost all the departments the specialists are professors and assistant professors. . 
Their salary is the same for all the departments. In addition there are also specialists in : } 
ICCU. The results have been given in Table 18 below. s 
so 

! Table 18: Specialists Costs per Hour oo 


3 
Professors of all the Departments 34.54 


” ed ea aA 
nesta ® 


Asst. Professors of all Departments 26,97 | : 

Medical officer in ICCU 26.92. | fi 
Vehicle Hours: : 
31. 


, There are 2 ambulances and | jeep in a tertiary level hospital. Assuming that the 
life expectancy of the vehicles to be 10 years and working hours as 24 hours the following 
are the hourly costs of vehicles available in a tertiary level hospital. | 


Table 19: Vehicle Cost per Hour 


Type of Vehicle Cost er Hour(Rs.) mnenntaininls 


| 7.99 


| Jeep Sea Ow on 3.42 
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Table 20: The Final Cost Estimates at Tertiary Level Hospital 


Mesh ak 


Summary Kindings of Section B 


32. The focus of this analysis was to show that substantial cost savings can result if 
health care services are provided at the lower tiers of the health Care system. This is 

- particularly true between the tertiary and first referral/secondary tiers where the range of 
services provided are similar. Comparisons between secondary and primary tiers are more 
difficult since the services offered at these two levels are quite different. 


| 

33. The summary table shows that except for bed day, where unit costs at tertiary 
facilities are somewhat lower, unit costs for all categories are considerably lower at the 
secondary level. For example: In terms of unit costs, the cost of outpatient contact at the 
tertiary level are almost six times more expensive than at the secondary level, level I tests 
are twice as expensive at the tertiary level compared to the secondary level, level II tests 
are 50 percent higher, x-ray costs are 40 percent higher, and major OT is more than twice 
as expensive as at the secondary level. Costs are higher at-the tertiary level because 
infrastructure costs and some recurrent costs such as buildings and facilities are much 
higher at the tertiary level. : 


34. As noted above, it is not possible to compare unit costs between primary and 
secondary levels since the services provided at the PHCs are preventive in natur¢, while 
those at the secondary levels are often more curative. However, some comparisons are 
possible. These show that unit costs per bed day at the primary and secondary levels are 
similar, while the costs for outpatient contact and level I tests are lower at the secondary 
level. 


Table 21: Final Costs at the PHC, Secondary, and Tertiary Levels (Unit cost: Rs.) 


125.00 
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CLINICAL AND DIAGNOSTIC SERVICE NORMS 


- streamlining and rationalization of 
The analysis of cost savings as 4 result ol streamlining an 

service norms Is shown in Annex 2. This Annex presents the ano noe eae eee Ee 
the different tiers of the health system that were developed i eac a dairpnsosyreceiee, 
Andhra Pradesh, Karnataka, West Bengal and Punjab through S i ors: ‘es feet © 
and based largely on the major disease burden. They ree ee = oa rakes 
with regard to a basic package of services can be developec anes eae = hee ves 
for rationalizing the range of clinical and diagnostic service nies eee i! 4 : 
primary, first referral and tertiary level of health care is based on t e bur ae a 
(BOD) and the evolving epidemiological pattern in each state. Service norms tor the four 
states in this study were arrived at through a consultative and collaborative process 
involving leading health practitioners and policy-makers from different levels of the health 
care delivery system, including the private and NGO sectors. Workshops were held to 
determine a specific set of service norms suitable for each state. These proposed norms 
were subsequently provided to the Department of Health and Family Welfare (DOHFW) 
‘n each state. The DOHFW reviewed the technical norms through a further consultative 
process and estimated the associated costs of providing these Services, These were then 
reviewed by the Department of Finance to assess the financial implication of providing the 
package of services. The World Bank provided technical assistance and advice, 
particularly with regard to cost-effectiveness analyses and analysis of financial implications 


for the state. The final result was a specific set of service norms for each of the four 
states, as shown in Tables 1-4 below’: 


Table 1: Andhra Pradesh Service Norms 
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Table 1: Andhra Pradesh Service Norms 
Continued 


Surgical Services 


Coadliloa / Procedure 


9. Musculosreleca) 


* If possible 


Primary Health Care 


Commuaity Hospital 


Removal of forcigao 
bodies 


Removal of forciga 
badia 
Epistazis control 


Conservative dcuisiry 
Too cilracion 


Rib (racture 
Breau abicess 


Same as PHC + 
cyuciomy, hydroccic, 
Circumcision, vaseciamy 


Closed reductwa of 
uncomplicaicd (ractures, 
POP, traction 


** Training 10 be provided to general dury acdical officert 


Acea llospiial 


SS 


Same as CH 


1 & D of perwouillar & 
farophary nog eal 


abicciscs, loasillectomy 
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All wuargical procedura 
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rr 
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of jaw (fractures 
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management of cupiurced 
bladder & urethra. 
Urolithiasis, 
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Open reduciion of 
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Hepa surgery 
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Tertlary leved facilltia 
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Cameal grafting 
Raina) diucases 
Vilrcous surgery 
{ntra-ocular forego 
bodics 


M edtasiinal injures and 
tumoun. Hearn & lung 
surgery 


Abdoquaal malignancies. 


Spinal froura 
hoint recomunuciions 
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Table l: Andhra Pradesh Service Norms 
Continued 


Obstetrics and Gynaecology 


SECOPLDAR ¥ 


Area Hospital Distinct Hospital 


Tertiary level facililie 


Conditian / Primary Health Care 


Procedure 


Community Haspiul 


Forceps, vacuum 
extraction, evacuation of 
retained products, 


* Cacsarean 
Tubcciomy 


Conservative 
Managcinent 
D&C 
Same as PHIC + 
{uD laprascapic tubeciomy 
i. Lower sbdomenal pun Refer Stabilise & refer Exploratory laparotomy 
& cciopic pregnancy 


. Complicated delivena 


2. Threaicoed of 
iocomplete abonion 


. Fasuly planaoing 


5. Waginal diseases Refer Oiagnoss & Exam under anacshesia 
management 
3. High risk pregnancy Early dugoosis & Same as PHC lovestigaic 
timely referral INttlake Management 


7, PIO Acler Diagnosis & therapy 


3. Meastrual imeguiantia Diagnosis & 
management 


a. Iaferiliy Refer Diagnotn & 
mina gement 
1G. Cervical erosioa . i PAP smear & * biopry | At AH + biopsy Cancer surgery 
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SECONDARY 
Coaditioa / Procedurt Primary Health Care 


Tenlag levrd facilitia 
Coramuanty Hospital Distdict Haspital 


1. Aes techoxque “Care of airway 
Intubation 
Equipment handling 
2. General & reqional 


Manarement 
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If possible 
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Clinical Services 


CONDIMON 


|. Coavuueocs 


2. Loss of cascsousness / 
ca, 


). Encopaalina, 
mensgiuga. CNS 
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PRIMARY 
HEALTII 
CARE 
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14 Gl bleeding, ulomn, 
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Sympomuic, refer 
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Table 1: Andhra Pradesh Service Norms 


Continued 


e 


SECONDARY ILEALTH CARE HOSPITALS 


CH 


Symptom tremens & 
refer 


lovestigaic, iniiine, LP, 
refer 


Advarcod investigation, 
manage. L.P.. refer 


Initiate treatment. manage, 
tefer 


Initiate iteaiment, 
munage.tefer 


Symptomuaic treameno & 
teler 


Kluuge. tuppon 


lastiaic, Observe, refer Manage, uwabilice, rel(cr (or 


Manage. stabilise, refer lor 


advanced management advanccd management 


Inveuigaic, manage pH change, severe diuress 


complications 


Manage Severe condition (uuus) Severe condition (satus) 
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ee 


¢ r 
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TERTIAS 
HEALTH C 
FACILINI 
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Comgiicusons 


al Services 


CONDITION 


uThoiu 
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\cute Renal falure 


Musculosicictal 
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2 Skin disorders 


3 S.T.D.s 
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Table 1: Andhra Pradesh Service Norms 


Continued 


Y 
NDARY HEALTH CARE HOSPITALS TERTIAR 
PRIMARY seco HEALTH CARE 
HEALTH : FACILITIES 
Sympiomaiic Symptomatic Investigate, manage, follow | Investigate, manage, follow | Comptscauons 


up be 


Symptom, refer Sympiomainc, refer Diagnosis, manage 


Symptomuicc, reler 


Investigate, Management, Investigate, management 


a a - 
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Table 1: Andhra Pradesh Service Norms 


Continued 
Diagnostic Services 
X-RAY INVESTIGATIONS CH AH oH 
PLAIN X-RAYS: 
1 Chast Be Yes Yos Yes 
2 Skud Yes Yea Yes 
3 Posi Nasal Space (sinus atc) Yes Yes Yea 
. Bones Yea Yes Yes 
3 Spinas Yes Yos Yes 
6 Kidnay, Ureter & Bladdsr Yea Yes Yes 
7 Abdomen Yes Yea Ye3 
CONTRAST: 
Barlum swallovs ‘ Ne Yes Yo3 
Barum meal senaa ; Na Yes Yes 
10 Barum snoma ie) Yes Yes 
11 Chelscystogramma No Yoo YR 
12 Intra-Venous Pyelography No Yeas Yes 
13 Revograda pyelograpiy No Yes Yes 
14 Hystaro-salpingograpny No Yes Yes 
15 Slalogramuno (2inu2z Gtc) No Yes Yea 
18 Myslograpny Noa No Yes 
ULTRASONOGRAPHY CH AH CH 
1 Linear scanning : (wah saiware) Na No Ye3 
OWGy., abdernen 
2 Lingar sector scanning : (wilt softveru) No Yoa Ko 
Ou/Gy., abdornan 
3 (Ingar_sactor scanning ; (wid somvara) No No Yeo3 


OuGy., abdomen G& cardiac 


OTD EO 
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Table 1: Andhra Pradesh Service Norms ] 
Continued BS 
Diagnostic Services a 
IMAGING STAFF REQUIRED CH hh OH : 
a 
ies 
1 Radiagracner 1 2 3 B 
2 Oarkroem Assistant 1 2 3 a 
SPACE EQUIRED: ee 
a 
1 X-Aay recom 1 1 2 4 
2 Oarkrocm 1 1 1 - : 
3 Changing room with W.C. re 1 2 2 s 
4 Office No 1 { K. 
5 Orying recm / stores No 1 1 4 
BT 
5 
LAB INVESTIGATIONS CH AH OH i. 
1 Malana carasne Yes Yes wee = 
2 Common sarasnes, | Yes Ves Yes if 
incl eggs, larga cysts etc g 
3 Common cacenalagy Yas Yes re . 
(stool examinanon) r 
4 Protain & slucosa in unne Yes Yes Yin a 
“ e = 
5 Urine deoeszs, . 
. Crystals, casts Yes Yes Yaa : 
acena ceils ; 
6 Haemogicsin concentraton ven Ee 
es Yes oS 
7 Erythrocyre Sedimantanen Rata. Yeu Y ’ 
es D6 
8 a) Oiffarenzat count i = 
(WBC 4 REC) a a 
an a 
5) Red ce! momnalagy ‘ iB 
- No . % a 
9 a) Platatet count Yes Yes f 
No re 
b) Total wac Yes Yas yg 
Ye 3 
¢) Prothremsin Yas Yes i 
10 Raticulecyts count Ne No Yos § ; 
11 Packed Cell Volume “ NS Yes a 
12 Blood grousing & cross No Yes Yas . 
matching Yas ‘Yas Yes q 
13 Blood gluccsa & urea 
14 Mantoux reacon (TR inst) Yas Yas Yas ay 
\ You Yas ax a) 


: 
a 
ES 
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q Table |: Andhra Pradesh Service Norms 
Continued 


Diagnostic Services 


Lab tests (conrad) 


CH AH ‘OH 
1S Pulmonary T 8. (Z’ehbNeelsen metnoa) Yes Yes Yes 
i Leprosy(saparata verncal programma) No No No 
17 V.D.R.L. (sypnits) No Yes Yes 
18 Sickla cei! No No Yes 

: 19 Leukemia No No Yes 
20 A.V. (AIOS - saparara nanonal programme) - No No Yes 
21 C.S.F. (glucose & urea) No Yes Yes 

Glsod-gas anarsis < No No Yes 

: ° 
23 Blood cnolesuol & creaunine No Yes Yes 
24 = Uver Funcson Tests (enzyma levata) No Yes Yes 
25 Lipid profila No No Yes 
23 Elactrotyte anatyses No Yes Yes 
27 ALS.O. utro (annbaay to strept O) No Yes Yes ~ 
2a Rosawaalar test (for meurnatoid factor) . No” No Yes 
290 - Widars reacuca (teat for typhoid fever) - No Yes Yes : 
30 Australian anogen (hepauus B) No No * Yes 
31 Specific gravay of unne Yes Yes Yes 
32 pH of unne No Yas Yes 
33 Cad cuttura tests - 10 & sansravity No No . Yas 
(eg. bactana. fung)) 

34 Skin 2"*rgy (patch tesung - lartiary lavel only} ~ . No No Ne 
35 Serum electrophoresis (lervary eval only) No No No 
38 Honmnonal estmatan (Pap smear) No No Yes 
ae Spsrm count ] No No Ye2 
38 Lithium carconmata test (tartiary lovel onty) Na No No 
39 Bleed alconol concencaven No No Na 

(by foraniuc Jabs) : 
40 Serum oilurubin No Yas Yes 
41 Histspawnology (genarul) _ fa No Yos 
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Table 2: Karnataka Service Norms (continued) 


ee en ne 


4 (a) : Diagnostic services 
Specialty 
Tests Community | Sub- | Dist- 
Hospital Dist nct 
| beds: : 30° | so | 109 | S250 
Clinic: Pathology : / | 
a) Haermatoiovy Blood hasmowiobin 1 Meg Yes | Yes Yes 
| WBC. Differentiats, ESK.8T & CT Yes | Yes / Yes Yes / 
| Perionerai blooa smear 7 a a | Yes | Yes 
- | Absolute cosinoonit count j Ne. | Yes | Yes | Yes 
| Platelet count and PTT | Kg / No / Yes Yes 
Clot retraction ume - : Yes 
| PCV | ———i ve Yes 
| Blood Group and Rh Noiny Yes | Yes Yes Yes 


Blood smear tor mataria / 
| 


microrilaria | 
| Reticulocvte count | Yes Yes 
| LE cell phenomenon PRE Es AS é Yes 
| Blood dank (cross matching) HIV. | | | = ¢ Yes 
HbAg, VORL. malaria paracvtes 
b) Urine analysis | Urine tor sugar, albumin. micro, bile | Yes | Yes Yes Yes 
salt and bilirubin.piement / - . 
| Urine for ketone bodies | Yes Yes / 
Specific yravity and pH ‘ . Yes Yes 
¢) Stool anaivsis | For parasites (ova and cysts) [eset Yes jes diane | 
| For occult blood Yes / Yes | 
Hanging drop (X Vib Cholera) | Yes Yes Yes Yes / 
d) Semen analysis | Morphology, reaction and count Yes Yes 


(Pleural. peritoneal. etc.) Cell coun: 
& sedimention cytology malignant 


f} Aspirated fluid anaivsis 


a) PAP smear 


b) FNAC & guides 
aspirated fluids 


c) Sputum cx tology 


! 
Pathology ) : 
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Table 2: Karnataka Service Norms (continued) 


4(b) ; Diagnosnc services (cont'd) 
a i Community Sub- Dist- 
a Hospital Dist rict 


bedee | 30 «| «50 100 | >250 


infections 


‘a | 
Haematology : | | 
a) Bone marrow aspiration | : ° Yes 
b) Immuno naematolouy z : . Yes 
¢) Coagulation disoraes | | 5 - - Yes | 
d) Sickle cali anaemia . . . Yes 
a 
Histopathology of all | | = | : | - | Yes 
specimens : 
Microbiology Direct smear exam (AFB. ZN. KLB) | Yes | | Yes 
é C/S of all specimens (blood. urine. | | | Yes 
pus, etc.) 
Direct exam of specimen tor funyal | | | Yes 


Bacteriological analysts of water - Yes 


| 


| | Preparation and suppiy of proper | - - Yes 


transport media for all pertoneral 
levels (VR. Cary Blair) 


Serology VDRL | Yes Yes Yes Yes 
; Also: C-Reactive protein. R.A - Yes” Yes 


Brucella. Werlfelix. Coombs test : 
HbsAg, HIV, Preg.test. ANA and 
DNA 


Biochemisny 


d Ise. 
lithium carbonate 


alk. phosphatase. 
level in blood 


Estimation of res 


'dual chlorine in 
dri 


nking water at all ley els 
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Table 2: Karnataka Service Norms (continued) 


+ (c) Diagnosnce services (cont'd) 


S pecialry 


| Community | Sub- Dist- 
: Hospiul ; Dist net 
l 
| beds: | 30 | so | 100 | >280 
Caidiac invesneaton Stress - (2s 
2 | a) Stress - test system | * <4 Saa2=, aoe Yes | 
| b,ECG Ye Yes Yes Yes | 
Ophthaimolovy Sneilens Test Chart Yes Yes Yes Yes | 
Audiometer | | - : - Yes 
Radioluzy Chest. snull. PMS. bones. spine. KUB | 2s Yes Yes Yes 
and abdomen 
Conrrast radiology Barium swailow. barium meal, . . Yes 
barium enema, cholecystozram. [VP, 
HSG. siaiogram, sinogram. 
myelograpnyv. anciograpny 
Endoscopy Oesopnagus. stomaca. cslon, : > : Yes 
duodenum 
| Broncnial tree and cvstoscooy | - | . : Yes 
Sigmoidoscony - | : Yes Yes / 
Ultrasonography Ob.Gv. and abdomen ocmable - Yes : - 
LinearsSectoral Ob Gv. abdomen - | - Yes | Yes 
Ob. Gv . abdomen & cardiac 5 | ‘ " Nes 
> 
l. Blood alcohol estimanon. chemical analviss of water thor fluonaes siagnosss of KFD, Rota, JE infecnon. CS of Tub. bacilli at ternary level 
only. 


Facilites tor collection of appropnate taccimens und dispatchiure ta ine reterral la’. uta methodical wav thould be avurladle at ail centres. 
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Table 3: Punjab Service Norms (continued) 


11. Neonaual Semices 
| 


Sub-Divisional District Level 
| Diseases | CHCs en he etre 


—————— 


Resuscitacen of New Bom Babies 
a) 
b) 


t a eea.| Same as CHC 
\ogar score > 4 | Resuscication io oe Cone & managea| 


gx $c . = sc als Same ak iC Manace ind ecial 
\p ore € Resu uanon to oe qaone if vital f - p 


to District level 


Uncomolicated low biith-wergnt babies 


Same as CHC 
“fore tnan i akg | Manages witn rooming-in service and Same $ 


Resuscitation = Sfaimtain vitais. as as CHC Mea in SCN 
Refer to District level 


Uncomoitcated piemature babies 


a) Gestazion tess 
than 34 weexs 


: = ae 
Resuscitate. muntun vitals ana ia AIG (iio (G les? in SCN 
to Distnct level 


Manage and keep uncer observation. | Same 
{f anv problem. rerer to Districr level 


b) Gestation more | 
than 34 weeks 


' 


Compticared LBW and a and observe. Refer it 


Manaee in SCN 
premature babies 


problem is unmanageaole. 


Neonami Jaundice : : 


Within 7 days 
and serum 
bilirubin less than 
100mg 
(clinieailv) 


Treat witn phototnerapy Same as CHC Same as CHC 


Early deep 
jaundice 


Phototnerapy, then review. 


Phototnerapy and 
Refer to Sub-Divisional hospital 


Investigate and manage 
in-SCN 


monitoring of serum 
bilirubin. If this increases 
by more than Smgyhour 
requiring exchange 
transfusion, then refer to 
District hospital 


| Sepucrermua Clinicaily assess & start therapy 


Same as CHC Manage in SCN 
If no response or condinon 
detenorates after 24 hours. refer to 
District nospital, 
For septicaemia Inimate preliminary treatment, Same as CHC Manace in SCN 
associated with serious | manage vitals. and refer to SCN at ; 
problem like menimentis. | Distner level 
Congemrl Defeco 
a) Not life Manage and advise S 
se ame as Cf : 
theenteriies {C nena Sa to 
© | ternary leve 
b) Life thrextening | Tr v 
© threatens y 10 maintain vitals, avoid Srme as Cl 
£ as CH e 
eg. defects like hypothermia: then ecfer to SCN at : gps tt lat 
cardiac District level, Stet ogee eye 
pulmonary 


problems 


, ernie fae £ 


<A i ats CO a 


= 
OV 
a 


Annex 3 


Page 30 of 46 


)) 


k) 


m 


~~ 


n) 


n) 


0) 


Table 3: [ 


Diseases 


Pleurai aspiration 
Pertcararal tao 


Foreign vodv 
removal 


Lumbar ouncture 


Neoplasm : 
Malignancy 


Orvanic drain 
syndrome 


Pempnicus 
Collagen aiseases 


Skin allerzy 


Sarcoidosis 


Blood screening 


Cholecvsttis 


Pancreanus 


Cirrhosis 


Abdominal t2cping 


diseases 


Head injuries 


ee 


12. Miscellaneous medical 


| CHCs 


Yes (oerrorm) 
| No 


Underaxe simple cases. 


—_—S 


| Yes (perrorm) 


Symptomanc treatment & rater 


| Initiate treatment a rerer 
| Refer 


Treat. 


| Refer. 


level 
| Syrmptornanc treatment & refer. 


Symptomatic treatment & refer. 


Symptomatic treatment & rer 


Yes (perrorm) 


Symptomatic treatment & refer 


Initial treatment and observanon 
Refer if necessary 


Treat symptoms as rar as possiole 


Refer to testing centre at District 


Sub-Divisional | 
Hospitals ° 


unjab Service Norms (continued) 


conditions and pmcedures 


District Level 
| Hospitals 


| Same as CHC Same as CHC 
| Same as CHC | Yes (perrorm) 
ere as CHC Yes (undertake operations) 
| Same as CHC | Same as CHC 
Same as CHC Investivate ana drug 
treatment. Refer to teruary 
level ror specialist service: 
Same.as.CHiC Investigate and refer to 
tertiary level facilirv, 
| Same as CHC | Treat. 
| Same as CHC | Investigate & treat. 
Same as CHC [Investigate cause & treat. 
Refer for specialist servic 
| Same as CHC | Investigate & treat. 
| Same as CHC Perform rests 
| Same as CHC | Investigate & treat. 
Same as CHC Invesugate & manage. 
For therapeunc endoscop: 
or surgery, refer to terna 
level. 
Same as CHC Investigate & manage. 
Refer ir complications. 
| Same as CHC | Same as CHC 
| Same as CHC Symptomatic treatment: . 
refer to termtarv level for 
Speciaiist investigation 2 
treatment. 
| Same as CHC | Invesuvate & manage. 
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Table 3: Punjab Service Norms (continued) 


| 13. General types of surgical services 
. 

eee ec aio ee 

i Area ; 
iad Hospitals | Hospitals 
Same as 
a) Surviczi procedures | Basic tecnniques |S 
: Incise ¢& drain | Same as | Same as CHC 


sS 
Wounc aebridement | Same as 


Sarne at CHC 


Same az CHC 


ee ee eee pat 
Biopsy ot skin ana subcutaneous Same as CHC 


lesions 
=. -S2 oo . .. Be eA ln eae ee 


| Yes toertorm) 
ace at ; 17 "CHIC 

¢) Trauma and life ! Resuscitation ana ctabilisauon : Ff | Sarne i a fy 
Suppen 


| Same as Ci | Same as CHC 
4d) Reduction and No, reter Yes toertorm) Same 25 Sub-Division 
Stadilisation or level 
fractures 


=xoloratory 
laparctomv 


ate Of pneumotnorax ¢ Yes Yes 
refe 

| Breast anscess | Ves | yes 
C Sa -2centesis No, reter 


Yes (pertorm) 


Same as Subd-Division | 


c, .wlanagement of No, reter 
haemorhorax 


Yes (pertorm) as Sud-Division 


f) Acute empyema 


Same as Sub-Division 
level 


Yes (pertorm) 
| 
1 


g) Management ot rd | No, rerer 


Yes (pertorm) 
fracture 


Same as Sud-Division | 


level 
h) Stabilise mediastinal 


injumes 


No, reter 


Perform and/or refer | 


ee eee 


oe meet tee 
ee ee 

Oem ee et) nee 

nt Oe ae et ee 


nee AE nee renee et ale Mat se ye Nene eo 


ee 


ee ele oe 


SS eee eines eeerhh seem ne 
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© Norms (continued) 


L4. 


Summar of SUTS:2al procedures 


| CRCs | Sub-Divisiona: | Districr Level 
Hosniuis | Hospiuls | 
a) Acoencicsc:omy | Vas Yes | 98 
5) Inguina: hema cae vo = 
¢) Umrbitieai ae-ni, = > oat VAX Yes — | 
d) Mectar oratore er Ce ee eee 
t) Proctoscany ee 
A) Penman aascess | l 
| No | Yes | Yes | 
t) Chest tae | No | Yes Ye | 
}) Acute oowe custure | No Oe ae iin ce 
k) Drainave of aodom:na; assess No | ee | Yes | 
1) Acute intestinar Sestrucvea Ne | No | Yes | 
m) Inrussucsonon i Me See 
n) Volvulus | No | No | Yes | 
0) Vazatamy | No | No | Ye 
1S. Summary of Uro-geattal procedures 
a) Management Gt 2ute ennary retenuon | Y= | Yo | Ya Ye 
b) Cvstoromv | Ya | Ya | Ya 
c) Hydroceie Yo | Ye | Yea | 
d) Vancocele | Yo ie Yes | Yes 
e) Vasectomy es - ees | Yes 
f) Circumersion | Yes | Yes | uaten 
§) Management of resturs uretnra No | Yes | Yes 
h) Neonrecromv 7 ne eS <ome-  O 
16, Summary of anaesthetic procedures -. | 
a) Maintenance of urwav | Ya | i 
b) Local anaestnesia | Yes | Yes Ye 
¢) Use of drugs causing znugesia eee 
rare | te | Ys «| | 
ay | Yes Yes Y | 
d) Block anacsines:2 | Yes = ier: 
¢) Endotracheal in:esaton | Ces | ves | = | 
Wisp ses 
a a ce | 
gz) General Ti olla 
nM ee oe 
uy UV ae “oO Yes Yes 
h) Inhalation anzesincca a ~neeliecs L neta bbs | 
Opin ether anacsuctra Lene! ’ i _ ia © ahd Se | 


Condinons . Procedures 
1. Surgery 
a) Abscess imciuding oreast 


and perianal 


Wouna cedridement 


Trauma « life support 


Muscuto-sxeiera 


Abdomina: injuries 


Abdominai surgeries 
(planned) - 


Haemorrneids 


Urethral d:iation 


Rupture of bladder & 
urethra 


Major urorogical 
procedures 


Fracture of spine 


Ophthalmology 


. 


LA5 
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g | service Norms (comunmued) 
Table 3: Punjab Service Norms (¢ 


Sub-Dist. Hospiul 
100 Be 


CHC 
30 Beds | 30 Beds 


| ox 
uv 


Incision & drainave | [ncision & drainage | Incision & drainage 


Major & 
wounds 


WE wounds a wounas comcound 


'Resuscitate, stadilise| Resuscitate, staomise) Invesngate 4 


& reter & reter manace, it Aeeced 
rater 
Simpie. manaye Simpite manage Manage, ster at 
Comopuicated: refer |Compnicated: reer | necessary 
| Stadilise & refer | Stabilise a reter | Manage 
Refer Yes, if anaestnenst | Yes 
available 
Refer Opnenai. if Manage 
anaesthetist 
available 
Refer Referves Yes 
Refer Refer Refer 
Refer Refer 


Stabilise & rerer Stabilise & reer Refer 1 necessary 


Removat or foreign 


Removal of foreign 
bodies 


bodies. manage 
comeal abrasions. 
ulcer 


Management of 
comeal abrasions, 
ulcer & cataract 


Conservative 
dentistry, tooth 


extraction, all types 
bf fillinys 


Conservative 
dentistry, tooth 
extraction. all wpes 
of fillings 


Conservative 
dentistry, tooth 

extraction. all tvpes 
of fillings 


ee 


ee. eee 
(7. Additional details of surgical acnyvines and referrals 


| District Hospital | 


100 Beds & | 
Above 


Incision & drainage 


Major & compouna 
wounds 


Investivate & | 
manage, if needed 
refer | 


Bese | 
Manave 

Yes | 
Manage 

Yes 


Manage, if necessary 
Manage, if necessary 
Manage 
Management of 
comeal abrasions. 


ulcer & cataract, 
glaucoma surgery. 


All types of 
extractions, 
impactions & jaw 
fractures 
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“ice Norms (continued) 


17, (Cont'd) 


= 2nal details of legal ucnvin : 
Conditions , Procedums e Sumical acnvities and referrals / 


Sub-Disc Hospiu! ) 


District Hospital | 


| 52 Beds | 100: Beds 4 00-Baae A bove| 
+. Gastro Entervioey 
a) Endoscopy fe 7 
PY Refer Refer Sigmoicoscopy Ocsopnaro- 
Sastroscooy, 


colonoscopy 
ce Naesthesiology 


Care oF dirway 


Care of tinway 
equipment 


Management of Management & 
general & recional 
Anaestnesia 
Senerat 2 revional Pain Clinic, 
Anaesines; 


3*eral revional 
Anzesinesia, and 
blocks for pain relief 


MaNacement of 


6. Thoracic 

a) Simopte fracture sins | Manaze | Manage | Manage | Manage 

D) Intercesras UNGer-Water seril Yes ° Yes * Yes ° Yes~ 
drainage ((CD) | | 


Flail chesr 


Resuscitate core! 


iad 
ml} 

oO 

a 


Resuscitare ¢& rere 


Manage with 
ventilatory support 


d) Medtastunar injun Resuscitate 2 reter 


Resuscitate & refer 


Manage, rerer if 
thoracotomy needed 


Manage oy ICD | Manage ov [CD 


Resuscitare @ cerer | 


¢) Acute emovaema | Manave ov-TED 


Refer 


Manage ov ICD 


Crronic empyvaema Rub resection 2 


drainage. Refer if 
decalcification 
present. 


g) Thoracotomy Yes, oniv in 


emercency 


Yes ontv in - 
emergency 


elective clecuve 


Both emereency & pe emergency & 


Manage, refer if 


necessary 


Foreign vodies in: 
Oesopnagus and ir 
bronchial tree °° 


Manage, if necessary 


s 


iP 

fay 

a 

o 

12) 
‘ 


Thoracotomy & ene| oe Refer | Re 


Foretyn bodies in nase & 
ears 


Nose: remove Ear: 
remove rerer 


*OS¢€ & Ear: remove 


Manage bez 


6) Eprstaxis | Manage | Manage | Manage 

| A ce 
C) Peritonsillar aosces; | Refer | Manaze | Manage | Manage 
d) Tonsillectomy Refer | Refer Manage, if ENT Manage 


z specialist available 
ee 
fe fe é. if £2 Manage 
¢) Mfastoid abscess Refer Refer Manage, if ENT | Q 


specialist available 


8. Head Injun **** [nitiate & rerer Manage, stabilise. Manage, stabilise, Manage, stabilise. 
f ; refer for advanced | refer for advanced | refer for idvanced 
Manazemenr managemen manacemen 
* If traimea im thorsc:c curvery for one or two months we" Refer to tertiary level 
Refer all major thoracie grocedures to tertiary level wee? Refer to tertiary level for advanced 
oe Refer row SLIG D - 


Manavemenr 
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Table 3: Punjab Service Norms (c y) 


18. Details of Obs. Gynae problems. procedures and referrals 


Conditions Procedures CHC Sub-Dist Hospital | District Hospital | 
30 Bed 30 Beds | 100 Beds | 100 Beds & Above 
: eas | - 


er { eK Manace 
’ :. Rae e 2cessarv mvesucare ~ — 
a ac Osis & Refer mu nece nd 
a) High risk creenancies. Early diagn a ne 
<j manace if possiale 
including APH, PPH, refer 
eclampsia 


Same as CHC 
General ocstetric Repair 


procedures ec. episiotomies 


F Yes Yes 

¢) Craniotomy (dead foztus. | No No ¢ 

hvdroceonzius) : 

- meres > rae (( 

d) Forceps cei:very | Yes (perrormi | Same as CHC | Sar go | Same as CHC 
¢) Vacuum ex:racnion ~ | Yes toertorms {Same as CHC | Sar. we¥ HC | Same as CHC 
3) Breach del:veries | Refer | Refer 16 compiicateal Manage Manace 
h) Manuai removat of Refer Manage it Manage Manage 

placenta Inaestneust 

| available 

1) Inversion ef uterus | Refer | Refer | Refer if comoncatea| Manace | 
}) Ruerure of zterus | Refer | Refer | Manage | Manage 
k) Threatenea or incomplete | Conservative D2C Same as CHC ree as CHC es: 25: CHG 

abortion 
I) Ruptured eczopic Stabilise & refer Stabilise & refer Laparotomy Laparotomy 

pregnancy 

Female stestiisauion. [UD | Yes: arrange special! Same as CHC Same as CHC 


programmes 


| Same as CHC 


n) Vasectomy. laparoscopic 
steniisatian 


Yes! arrange speczal 
programmes 


Same as CHC Same as CHC Same as CHC 


©) Menstruat teregulariues 


Diagnosis & 
management 


Diagnosis & 
management 


| Manage 


q) Plannea surzery for 
prolapsed UT. DUB. etc, | 


Refer 


Cervical erosion Refer 


PAP smear, biopsy, 


PAP smear, biopsy, 
& manage 


& manage 
$) Malignancies Refer | Refer Diagnose & refer Diagnose. manage & 
(NB. Refer to tertiary level | refer 
surgery & radiotherapy) | 


Calposcopy & 
hy steroscooy 


Refer Yes (perform) 


u) Reconstructive Surgery Refer 


Refer 


Manace if possible 


) 
o 
—~ 
o 
= 


1 


a met oe 
an neeeee ew 
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Table 3: Punjab Service Norms (continued) 


Le 
19. Laboratory invesnganons 


Tess Communi . Sub-Divisional Distnct 
Health Centre Hospital Hospital 

a) Routine naematolory Yes ves Yes 

b) Routine urine and stool Yes Yes Yes 

¢) Semen examinanon Yes Yes Yes 

d) Urine ror pregnancy Yes Yes Yes 

¢) Sputum examinanon Ves Yes Yes 

fF) Basie bigcnemretr: Yes Yes Yes 


Sugar, urea. creaune. cnoiesterot & Silirubin 


3) Ssroloe. 
ASO. CRP. VDL. HbA. RA factor, Widal. No XY 
2t¢. 


2s Yes 


h) Other biochemistn: 


Calcium. phospnorus. uric acid No Yes Yes 
a) Baa 
\) Haemogram (complete) No Yes Yes 
§) Other serolocy: 
Loxopiasma Coomb’s test. etc. No No Yes 
| 
k) Coagulation studies No No Yes } 
Il) Adv; loghemicin:: 
Lipid prorile. liver function test, CPI. Ho No b 
CPK-MB. eélectrolvtes. etc " =. 
m) Culture and sensitvir 7 
: : No No b 4 
‘ es 
) A | : 
n tstopatnology including FNAC 
) er: No N 
No Yes 
0) Cytolozy eg. PAP smear 
: uy eg. F. ° No N 
NO Yes 


Annex 3 
Page 39 of 46 


‘AdviatporsAyd 
Ftuunbasy pur tage wauryaes 


ulory pur sp2a2qt WOS/HOS 
PY HY Woy powajal sased [TV 


roe WIAUIYAIED 


utos} pur spaaay HOS/HAS 
Puc FY Urosy PILIJIs sAser [TV 


rar JUAIYIIPS 


~ utory pur sf2ar| HOS/HGS 
pee qpy toy pauayar sases WV 


™~ 


Com 
irudsoy Gray or sisAperpotuary 
Summnbar sased ainypiey 
pouran aInNae JIJAY PAE HIDUIIIES 


uIos) PUL S{2A2| HOS/HGS 
pue py Wosy paajos sascd [TV 


rosr wrawgawes 


wiery pur spray [LOS/TIAS 
pue pJY wos pawajas saser UV 


ruidsogy 19S] 


Fase judWYyIIeI WoO pur 
[PA] [PY Woy pauayss saser [TV 


‘rage yUaWI IED wor pure 
[Paap PY! WUE PAUAIAL sasea IV 


jenidsoy fr49{ 

Aamipran ye suonerinsaat Jaye GdO 
WE pawagt aq Od - asrasip suosipp Y 
“pumapaox Att 'StsorxXO1OIAU 

pue ‘ease JUaUItIIIED WI pue 
[DAA] FLY Mlosy p2Uasos sased [TV 


stskperpourarty JOP [Ary Auvis9) 
ay sasna aunypiny feuas amor Jaga y 
Ease JUIWI{IIED WoO pue 

SPAT] FLY Woy prssayas saseo ITV 


PII PUP IID tuos| pic 


SJDAA] JPY Woy pasyayas sases |TV 


HOS / Siendsogy femopsrAty ANS 


UISIO DNEWNIYS JO s2sed 
prirsiyduosuy) — SHUe-O918() 


SISED JCMEIPYIIM 

Srp puc vonraisont ‘fiurmosiod 

O} np suatwascurur sistty siso mau 
‘Ayaixue ‘ergoud ‘uotssasdap 
‘uoissasqo ‘stsoyaAsd andy 


(porestjd wooun) s21sqrid 


2 WoIpUAs 
sosydou ‘stsydauopma wold 
ginoe ‘siydauoyaAd “ELA 


sumtin “saysraul 


‘xoduayoiya © ssaaay aatidns:y 


jevedsogy puny 


(panuy]UoI) SULLON] AIAIIS jeduag ISIAA cf AGEL 


SIMPIOSIN [EFIFINSOPMISN IY 


srapuosip peasopousAcs 


gsIUOSID SoUDONUT 


Ssamosig: FEOIyY 


SHIPUOSICE [EMEA 


0) PIICpas SIIPATZS [TINTED 


wos! dy Sa Caney et oe ta . 


NAN 


ns 
. 


e2 
ag 
“ 
5) 


“ 
.) P| 
i ' 


“) 
be 


Si 


ir, 


ios ten eaiphenar 1" 


YO? sis 


PA) 
ipowusey 
MUM YP 


Annex 3 
Page 41 of 46 


‘siskjeipounvy Musrinbos sosvo [py 


‘JEZELLEX JO SISED JURISISIY 


yous! ‘suaOpUs - UOIsUAITAY Atepuorag 


“SSIUSNOIISUOSUN (IA DIIPUNELS 


sipeasoucd annoy 
aunpiey neday sindy 


asrasip Suny pears y 


snoissuozun pur afte yo ssvak op Mojaq SiuaiiRd Joy sascd 21S 


Un-MOTJOJ JOF SGdO [942] AWEpuosras OF YICG PrLajos UI] puc suonediysaaul paiconsiydos Hurinbos ssapsosip au .0puy 


UONUSAISOIUL roiBsins pur UONemNSIAU! P2)CoIst dos asinbas arya, sased [eaifojosns 


Aourusyeis yo sasea [py 


spendsoy Jaray Arepuoras wary Arpiory J2Aay Areyyay of puauyealy pue sisoudeip ystpelsods s0y pauayas aq 0} Sased [eIIpayy 


1.76 


DINPIET 

Ae pe stiamiaonses pue 
suyeau ainae pue ‘rayr wawuwysies 
wot pur sprary FJOS/HOGS 

¥ WY Wor paves sascs [Vv 


jendsogy JIUISIG 


stuaned snonsioaun puc ‘(yup 
yo parry oy Arpiqeur puc Rurzaayar 
opis tar parestjdiwos) 

DIY ‘Suruosiod ‘siyprydasua 
‘sufuruaur ‘Aawospuds snosydau 
pue ‘com jwawysyes Wwoly pue 
[PAA] FLY Wos] pravasas sases [| V 


HIS / Seendsogg [ouolsiarg-qns 


vortsynuyeut 


WySiam UI AO] TY YW JO SAser 10] 


airanuatuiran juaned-uy (().Ld) 
Wty) UAW, P2oyVEIG UI 
prjers 9q 0} SASED SINIIUZONISEH 


jenlsogg (canyy 


(pant1ju0r) SULION) INTALIG [USUI ISIAA sp BIQUL 


LIPUOSIP JuUICIpacd 


20) PSrpas CIMASZG pEIUT ) 


Annex 3 
Page 42 of 46 


Aurapandau Soppryq ap ertpaun 
parndius pur ‘ror WIItUO1eD 


moy swwoned pur sj9aa JLDOS/HOS 
pue }py wool pIUaja sased ITY 


PIE WAIVED 


uIOJJ PUC S{IAI] FIDS/HAS 
puc py wor pavayar saser [jy 


oe MIU IED 

mo pur spaarl FLOS/IOS 
pue jy WO pravayas sass |] 
lithe cits itisinsichanatitenisans sliced anita catmenes 


jendsogy s9uIstG 


Awioiasera 


Adodso\sA9 
Purmmbos sasea sripedsodAy 
“Armoyoayeisoid puc ‘vow yuauysye9 


WOl] FY Fly UlOs PIUIjos sosesd IY 


‘uOISHoMNoia ‘MoueMpp posta 
‘g,00401pAy ‘AtuolsoisAa atyqnd 
-esdns ‘uonusias Aseuun andy 


ssopuosip Armutt}-Opmus*y 


‘Adossoputa 

‘(doasoprowsis ‘Ado9s8019014 
xcsoyjotuscy pur oAd-ownaud 
uo Asafiung = AtuoyaisXkaajo9 
‘(tuo aproyvowocy 

“ssaasqre jrurtuopqe 

jo afrutesp ‘Awoisounfal 
onset ‘snynapos uondaosnssnyuy 
“MON INNISGO JRUL|sai 
uonmiopad audad ‘sutstipuadde 
aye AP DVETYD “eMUayY 
parniusqo ‘Atuooindey Asoyesoydxa 
pue ‘coe juIWYyIIeD Woly 

Pue FfY WOs] PILIIJII S3sed [LY 


asdryoid prepay ‘sossaasqn 
jeoasoue ‘asnssty ‘sayid ‘eynisty 
> uo Asatung “Awo12a1pusdde 
Aguatyatus ‘Aydeyuonuryy 


SIIUOSIP [WUNSIpUy-aspocey 


VOLeSsIpgers 


pur UONPMNISNSII JOY 919 
sjuaned rumen A UAT AWA ‘Asdoty 
9 uoistaxy ‘avtruresyp wy vorsiouy 


hae WAY IRA wrod 


pur pPYy tory PIAJI! sased [Py sanhiuysay Jastg 


jcuidsopy prauasy 


aie1s / peydsogy jruoystar(y-qns FO) paimjas S2dJAlag [urt) 


(H1ye) penidsoyy posryy 


(panusji102) SUIAON AD1AIIG [USUIG ISIAA Pp ALQUL 


x 3 


Page 43 of 46 


Anne 


praay Arca a} 


piney yrivouds aw iurol yo 

VoHeute Iypaau “VOLT H [PIapAYs 
Amopaypoind ‘avogia yo wononpas 
uado “SIsay sary spury puc 

fay aueg tog yo sagas pur Suny 


yaya Gaines Sunimbay Suowoasury 


aayduoaup ppq ae pafeuria 


(uonoasten aaydtuos) vines 


bd 

JAPEN UMOHP IO SIP I vorrindiun 
Jquty ‘uonenasnsas yaoyg (yt) 
DayIsarue pesaUaA soreon uonognpss 
y Ausaiseyd ‘onnseay aduns 


peed pepdsety pasayp Arenal 


Op ryan aamerp quer Burau 


yond cvogrindwe ‘squiayp yo Gnflut 
pressor, puc 'vaie yustUyayws Woy 
pue f{Yy WoL pavayjas sosed [LY 


RoI pep yD tuay sqaacyed 


HOnIppe tt pur SpPAry HOS/HGS 
W Ly woy pauayay sases [py 


ssaniosipy spsrdoyyg 


Adesaypoipel 
soy yendsoy jars, Aseray oO} 


$2€TI s29UT) 


aysy  Adrioipratuaya tpinw Gating Jajay 
payrayye Caw ULYS JOYNT< ‘ HQ 0} Sased Jojo Jajos “Case UNS 
tity sasea (pin,yy stung, ut) Wore Hy 2oy S¥ JO &,07 UrYI Ssay suINg pr wary sounfus wang 


rary Aseria) 1 JaJryY saunfur progy 


jrrsery Geenp1ay OF 19199 janay Aretysay oO sary 


jrudsory poaay reiuiay 


OF Hoty yo conmifur Supe tarad Jaao| 


Aypiany 

— Jaaoy Ageia JO [C/HOS/HOGS 
o1 saunfur Runesauad ye ‘pasinbas 
Ji ‘s2yay Awoysoayses) Aduahsaury 


Aypiyar ay tayas sovintur Suiprsyauad 
Aroyrouacy ‘xesotournaud 

pur rote jWIWYIeI WoL 

PUP JPY Uloty pauajas sased [TV 


ye spy (ysearq &-) Armopraise iu 
pur rare quounpues wos squaied 
Homy pre te pue spraay F{OS/HOS 
pue pJYy tuo patiayay sasey [py 


SIapUOsIp psatyy 


jendsogy pruny 20} PICjal SIIAIIS pou) 


t 


jenlsogy soLNSIG IDS / Syendsogy peuoyssArg-qns 


(par 109) SULLOR] IITALIG JUSUIG, ISIAA *f- FIQULL 


YE Pe near UF ts 


179 


Annex 3 
Page 44 of 46 


‘ 


(o)0jud 


yaya ‘diy yaya Fa Uasppys ur) juatueas s1UOPOUad pue MIVOPOpUd ‘SIUOPOYUO ‘SU [ridrt Jo sinown) paicrmydios ‘sasea qucusyru py prUAGg 


r * 


Ascjdowwyjeipdo g 4 ‘ucynoo-cnut “OSs) 


‘Aydessorsue-osony Fuuinbss saseo pue ‘ ay peutas ‘AysejdoAss Sursinbas saseo ‘aIeyuowaryy nowny snoasia osyy WaWYIBIIp yeunas ‘1cyso1d 
pafejus ‘uorsuauaddy ‘aseasip Asoiendsas ‘saiaqeip ‘Ruiase yum payersosse suonesydusos yAnosy YSti Je ose sjuaiied ji sasea yeaMojyoureyiydo [py 
UIBIG TF Idd JO sdiinful Hunesyoudy 


sisatysoid 
pPioyiue pue “312 F(AS/TY JOI S¥ 


jridsopy JIUNISIGG 


- 


UITIO [PIO JO S19d]N JO BENIN 

WY Tuyess ‘sasrasip yeyuopouad yy 

‘oNaysaeue rao] yapun gyy 2 

Adesaujorpes AdAIns sours sO wy uousedtt 


JOP pay Cremerar on sayay ‘uonornxa qiocor = Asating [tg 
Yldar sans ype yo uonrasasaid 


sisrydoau saqio pur sours yei0 
y Bury © Ansnuap aananssu0 > 


jo stsounieip Sarl pue “ppy soy sy 


jepndsopy prsauasy 
UI / speridsogy peuoys1arqg-qns 


(Hye) penslsoyy prunyy 


(pant utju0d) SWLAON 9d1AING [UIUI JSPAA 2p 91GB] 


‘TOS quay Ainfur peasy 
4yaSins Sununbor cusmes) peurds 


ASUPURE LU JO SASTD TP 


Asading yinuag 


[OF PICA SIMIC pooyury y 


Jaaay Arepunsos wry jaaay Gera 07 pauajar aq op sasea yraiing 


Annex 3 
Page 45 of 46 


VIIN WUIUEYIVES 


uioyy pure sjaaa_ HOS/HOS 
Y |PY wlosy pouayas sases [pV 


RAIL WIAUIYOIES 


uIos} PUL S]IAP_ FTOS/HAS 
¥ PPY tog pastayas sasea [py 


TAI WHOCUYAPED 


mony pue saat PLOS/HOS 
3 JPY Woy prvayas sass | 


rage wrauiyayes 


violy PUL S}IAI] HOS/HGS 
y HY wos] pauayjol sases Iv 


PAIN WHIUIY AICS 
woyy pur spar} JIOS/HOS 


i i I wos] pabiapas SaASEI IV 


180 


rou WIIUIPOIED 


mor pur spaaay FPOS/IIOS 
3 HY Wor prsiayas saseo IV 


ee ee ee 


jenidsogy 12UI81 


siedas sooyy a1Ajad 
‘Kuionorn se ‘MwoysadAjod jea1as39 
‘AmoyaarasAty ‘AworamoAus 

pups ‘ce ju2 wy r1e9 wod 

pur f{Y Ws] PIJIJIJ SISBd [TV 


uorpoge aynadesayy “AJIATPIP 
WAY U2tUaReUEW [BSIPIW 


voie JUdtUYydIBS 
WO] YP FY Wosy prurjas saseo IV 


noie 1UIWYyd)}e9 


wos YF THY wot] passaypas saseo I] V 


sian pammidns 3 

AnumnSasd aidoisa soy Ausorosedey 
pup ‘ease WwIWIYyIeI WoOdy 

puc pp y Woy pasiayas saseo [LV 


CII MIAUIPIIED Wor 
pur ppy Wlosy pavayas sased [| V 


See ee ee 
jonidsopy pruauasy 


avers / [erdsopy [CUOIs{ALG-GNS 


Asdoiq jeliawopu2 
‘Adesoyy up ‘jG ‘sisouteig 


[PA9] HOS/IGS OF PUNY 


aN” fare] Vp 
peurfiea yo sicday IsAD S,UNOYve F] 
Jo volsiaxy ‘aSeulesp ss2osqy 


DV Cf Watuea iy 2 sLAsasuo YD 


eyuaoe|d pauirias yo juauiascueu 
‘noge] paanpur ‘sjouposd purer 
Jo uouensead ‘Asaatjap sd2asoJ 
‘uoilaas uvaiesae 7) Asuamsow 7 


ayes peiruoau “GIat[ap 
JEULOU ‘SJIPOU! [EIEU- IU fO 2107) 
i i 


(su) idsouy pny 


(panu1Juod) SULAOK IIIAIIS [USUIG ISPAQ ‘fF I1GEL 


snownys unucso ‘stain yo asdejaul 
‘sucdio JAnanpaidal ayy Jo sinouiny 
'giScyuouaw ‘eroyuoUat cord 


‘va0yuOUauIOdsI[O ‘N20yuOUstuE) 
Ayurpn dace prupsuaty 


siuajqard peaipaiu sao IE Sajaquip 
‘misdiucpoa ‘eysdiey2—d SuIpnypauy 
Anucusasd payosyduos wp yeu Geigy 


iyeiuss-wyxa wD [CUlso A 


vommoge aajdiuooul FW Pavscary f 


“IJI ‘SSASIP JTIIOZ H [ULU9wUE 
aszaas ‘eisdwejs2-ad Ynogry 
panyeqo : Arsatap parcsydisey 


2 OP PAPAL SIMTAAS JIS ET 


LO} Prapopar CIMAIIC [EDICT 


AsDTUINS DANMAUISUOII Y 


‘Paap AsBiwa) OF pasajas 3q oF AsaBinsossw pug suonefissaut porsousiydos Suuinbos - Aypiayuy 
4 


mm oO 
“ 
bs S ‘Anucuflyri jo sasea qpy 
— a) 
=o “simid re d 
bed imidsoyy j2Azq Asepuorsrg way syeyidgogy j2Ary Apemay 0) pauroyar oq 0) W5qGQ P UAH - youmg : eH 
op 
ot 
A. | | 
joaaay Aseria) OF stuayap sea pue 
aqui uridoyr- JO UONINIySUOsa) 
jearunsosartu Suminbas 
SISBD [je yay CoE wWouydes Asadins daponsysa oso: 
: woyy sjuatjed pure s]2A2] HOS/HGS ‘ease JUIWYI)Bd Wolfs pure LQ- Goan} (Adodsouedey pus aeyjaa x Jayson Ayers. 
WP HY Woy powaas sased WV [2A2| FLY Wosy prL2JoJ Saseo TY . wy dey suru) vonefy jeqny 
rage mouryayed 
wos sjuaned pur s{2A2] }JDS/HOS BIB JUIWYIIBD Wooly puR Catd) 
Y WY Woy prusjas sases py PAD FLY UWlOLy PIVIJAI Sased PY Adesoy) finup quam quowakvunyy aszosip Asopemvcragyay 24123 
1 
nour wauyaied : J 
pe wor sjuaned pur sj2A2] J{OS/HGS R218 JUZWYIIBD WOly pus 
a Y HY Woy pruajos sosed WY (2A2| HY Woy prvrjos soseo TV uonesioines ‘Asdoig ‘182Ws gwd WOISAID fIIyAI925 


vuoursnsasut s1dossosede| 
pue ‘rose 1uUsWwYyIIeD WOl 
pur fpYy wor prvajos sosed [VY 


ror WOUIYOIeS 


wor swioaued pur sj2ar[ J{OS/HOS 
Yy WY woy pavrjos soseo ty 


(OI) 
29e}25Nd ‘UONeYyNsur ‘voNEIeIIG 


Ayyjuayuy aepuosss yp Uscug 


rrjdsoyy prumy 10) PIWjAs SIIAIIS eI[Nq]D 


jeridsopy souSIC HDS / Siydsoyy peuoysyayqg-~qns 


(panutjuo2) SULAOR] IDIAIIG [eSUIG JSIAA ?f 21GB 


Annex 4 
Page 1 of 10 
USER CHARGES: EXISTING PRACTICES IN THE FOUR STATES 
AND POTENTAL REVENUE GENERATION 
A. Existing Practices 
l. Current Government practice in India is to provide free services up to a specific 


income and service level in public health care institutions. This implies that user fees are 
not charged for primary health care services including preventive and promotive care 
services nor for people whose income level is below the poverty line. As a result, the 
impetus for adopting user charges in hospitals for those sections of the population above 
the poverty line has become increasingly important given the difficulty of securing 
adequate resources for the health sector from the general public revenue of the States. 
User charges are expected to provide additional revenue for under-funded public 
programs, while recognizing the patients’ ability to pay and be targeted specifically for 
direct health care utilization. Implementation of these general guidelines is expected to 


improve access to health care services and strengthen the quality and efficiency of services 
provided. 


v4 While these general principles apply to all states, the policies on user fees do not 
go far enough and are unlikely to substantially increase supplemental revenue for the 
health sector. The state Government’s policies need to take account of the quality of 
services to be provided; a significant enhancement In service quality would provide a 
strong rationale for enhancing the level of charges and broa 
user fees can be charged. 


environment through adequat 
would provide a framework fo 


enhancing the level of these 
levied need to be reviewed 
existing policies and pr 
followed by illustrative 


ch charges can be 
mechanism. The 


: 7 ntial revenue that 
would be generated by implementing the. types of user charges the state Governments will 
implement. 

Karnataka 

ke Outpatient charges. Currently, 


tien there is no charge for Outpatient services. A 
recommendation is before the Government to implement an annual Rs. 2 registration fee. 
The intention is both to encourage patients to Keep a record of their treatment and to raise 


revenues. There is a charge of Rs. 5 for issuing health certificates Half the revenue raised 
as a result is retained by the doctor and half retained by the Government. Such charges 


1&2 
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represented 40 percent 


(Rs. 41 million Of tota 
Health and Family Welt 


| revenues collected by the D 
are during 1992-93, y epartment of 


4 : ovat whi The last revision of charges was made in 1988 A patient who 
member of a family with an annual income of above Rs. 3.000 l 
= oe aati th a year Is to be charged 


general wards pay no fees. 
Average annual revenues from all charges over the period 1990-93 were Rs. 66 million -- 
equivalent to under 2 percent of total DOHEW expenditure. 
practice being levied 
Recommendations 


If all the charges were in 
» Tevenues would be greater than those actually collected. 
are before the Government to introduce a small registration fee (with 
no exemption), to revise the charges for paying beds and to increase their number through 
the designation of 20 percent of all additional beds as paying beds. Revisions of charges 


for treatment is to be undertaken shortly, but the immediate priority is to increase the 
collection of existing charges. 


5. Exemption for the Poor. The Government has proposed a new criterion for 
exempting the poor. It proposes to use the existing green/tricolor card system within the 
Public Distribution System (PDS) in the state, which is used to provide nutritional support 
through issue of subsidized grain, as a basis for exemption from user fees. Green card 
holders are also entitled to subsidized cloth and kerosene. All poor families with an annual 
income level of Rs. 11,850 or below (i.¢., the nationally accepted norm under the IRY 
program) are entitled to such green cards. Comprehensive survey's of the rural pQpulation 
were undertaken in the past for identifying the beneficiaries. As of now, the mural 
population with an annual income of Rs. 11,850 or below has been provided with green 
cards. This includes special categories of underprivileged populations like landless 
agricultural laborers, village artisans, small and marginal farrners, old-age pensioners, 
widowed pensioners as well as the urban poor. The green card facility has recently been 
extended to the non-notified slums. The number of green card holders in the state are 
about 5.3 million compared to the 9 million ration card holders of the PDS system. The 
Government proposes to carefully monitor the green card system as a basis for exemption 
from user fees and ensure that leakages are minimized. 


6. Revenue administration. An important reason why charges are under collected at 
hospitals is that the revenucs currently revert to the Government treasury, where they 
become part of veneral revenues. There is no direct incentive for collection at the 


institution level. The Government is taking necessary action to ensure that the receipts 
will be fully transferred to District Health Committees and be reallocated between 
hospitals in the district on the basis of both need and level of revenue collection. 
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nr 
Punjab 


ys Outpatient charges. Currently, there is a charge of Rs. Zaitor outpatients. A 
Government Order (GO) giving notification of (among other things) Rs. 5 registration fee 
was prepared in early 1994, but is still pending. The Government proposes to implement 
the enhanced outpatient charges as quality improvements are effected through the World 
Bank funded State Health Systems Project. In addition, it has proposed to establish ‘pay 
clinics’ in Government hospitals to be operated after regular hospital hours by 
Government doctors. Of the fees, 50 percent would be retained by the doctor and 50 
percent retained by the institution. 


8, Inpatient charges. The GO also established sets of fees for in-service medical 
facilities. These included charges for special wards in district and sub-divisional hospitals, 
daily visiting charges by doctors and for laboratory investigations such as X-ray, 
diathermy, ECG, CT scan and ultra sound and for various categories of surgery. The 
proposed charges are higher than those proposed in some of the other states, but given 
Punjab’s higher per capita income and lower incidence of poverty, these charges are not 
Out of line; moreover, the coverage of treatment is wider. 


9. Exemption for the Poor. Exemptions to the charges noted above include state 
Government employees and members of families holding yellow cards which signify a 
family income of below Rs. 11,850 based on the JRY norms. New lists of families eligible 
for these cards are under preparation. Total revenue raised by DOHFW in 1993/94 was 
Rs. 25 million or just over 1 percent of expenditure. According to the National Sample 
Survey 1987/88, almost 50 percent of hospitalized cases are in non public hospitals. The 
average payment per case in these institutions was Rs. 1,200, indicati 
pay among the general population. Because of the higher income level in Punjab, the 
ability and willingness to pay for services is greater than in the other two states. As a 


result, there exists considerable Opportunity to increase revenue Collection through 
increased charges and better collection methods. i 


ng a willingness to 


> 


10. } Revenue administration. The Government has determined that for secondary level 
hospitals, the Punjab Health Systems Corporation will ensure that revenues will be 


retained by the collecting institution and be used for the purpose of non-salary recurrent ~- 
expenditures. 


\ 


West Bengal 


Ll. Outpatient charges. A structure of hospital charges was implemented with effect 
from November 1992. Among the changes implemented was an outpatient charge of Rs. 


| per prescription slip (an OPD ticket, which is used On average 3 times) for teaching and 
district hospitals. In 1995, a GO was issued to cover all subdivisional hospitals in the 
Calcutta Municipal Corporation and all polyclinics in Calcutta. There are no exemptions 
for these OPD charges. Charges for most tests and diagnoses exist -- in the range of Rs 


10 to Rs. SO -- but few are collected. A review body is currently considering some new 
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charges. The Government Proposes to extend user fees to st 


. ate general hospitals upon 
ent of services under the State Health Systems Projec : : 


f; 


12. Inpatient charges. The review of 1992 
charges for private beds. d 


hospitals. Fees are charged 


. , | also resulted in an upward revision of 
laSnostic services and surgery in district and sub-divisional 


3 for 10 percent of beds (mostly in special wards). As a result of 
several perceived anomalies in the Structure of fees, these were again revised and extended 


in early 1995. Paying bed charges in general wards are Rs. 10 a day in most tertiary 
teaching hospitals and Rs. 6 in State, district and sub-divisional hospitals. Separate room 
charges are Rs. 30 and Rs 16 respectively. Charges are made for diagnoses and for 
Surgery for those in private beds and wards. The majority of charges are below Rs. 50 
apart from those for endoscopy and CT scan. More recently, another review has been 
initiated which, in addition to surveying the levels of charges, is attempting to rationalize 
them across both the secondary and tertiary sectors. Regarding paying beds, the - 
Government proposcs to enhance these to 30 percent of all beds at district, state gencral 
and sub-divisional hospitals. A further extension to rural hospitals will also be considered. 
Another avenue for the collection of user charges are the polyclinics in urban centers 
staffed largely by doctors of teaching hospitals. These provide mainly outpatient services 
and charge Rs. 16-20 per visit. In 1994/95, the largest of the polyclinics generated almost 
15 percent of recurrent costs with a similar amount being paid to the doctors. Revenues 


generated by all charges are currently equal to just under 3 percent of total DOHFW 
expenditure. 


| Exemptions for the Poor. The existing system for exempting the poor in West 
Bengal is based on an ‘Indigent Certificate’ from the local clected representative, given to 
families with an income level below Rs. 1,500 per month. The West Bengal Government 
Proposes to use this criterion rather than the JRY criterion because the latter does not 
apply to large portions of the urban population of West Bengal. 


14. Revenue administration. Provisions exist for the Government, through the Ftnance 
Department, to reallocate 50 percent of the incremental funds collected through user 
charges to the collecting institution. The procedures, however, are said to be very tortuous 
and are rarely used. The Government has recently issued an order that it will take 
necessary actions to ensure that all revenues collected through user charges at the district, 
state general, sub-divisional and rural hospitals will be retained at the district level by 
District Health Committees, to be reallocated amongst hospitals in the district based on 
both need and level of revenue collection. 


Andhra Pradesh 


15. Outpatient charges. Currently, no fee is charged for outpatients, out there Is : 
voluntary stamp which can be purchased at APVVP hospitals for Outpatient registration. 
A recommendation is before the Government to implement an annual registration. fee for 
those whose income are above the poverty line. If 50% of outpatient visits are exempted, 


ytLO 


andes pasenereed an acdcditional [2s 12 5 million could he callectnad annual! 
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16. ‘Inpatient charges. At the secondary level, APVVP has cts Chechanues a BL. 
service medical services. For paying beds and wards, three types of SCrVICCS are : cr i 
single rooms (category A), shared rooms (category B) and cubicles in nie Were } 
(category C). The Government of AP and APVVP are committed to dedicating 20% 0 

all beds at district and area hospitals as paying bed by the year 2002. In addition, patients 
opting for paying beds in categories A and B are also charged for major and minor 
surgeries. Charges for drugs, disposables and x-rays and ultrasonography tests are not 
included in this package and are charged separately. The Government also proposes to set 
up special outpatient clinics and offer diagnostic services for the private sector for fees set 
at about the market rate. 


17. Exemption for the poor. The Government has a system for exempting those below 
the poverty line on the basis JRY norms. There are some leakages in the system resulting 
from the inability of hospital management to determine the income status of patients. If 
these leakages are not addressed in a better manner by the Government’s present criterion 
of targeting those below the poverty line, APVVP will then consider several options for 
exemptions such as women with high risk pregnancies and children under 5 years of age. 


18. Revenue Administration. The Government has determined that for secondary level 
hospitals, the APVVP will ensure that 40% of revenue collected at the institution level will 
be retained by the collecting institution and be used for the purpose of non-salary recurrent 
expenditures. The remaining funds will go to APVVP) not the Finance Department, and 
be distributed by APVVP to remote hospitals where the needs are great but which are not 
able to collect fees because of localized poverty situation of the population. 


B. Potential Revenues From User Charges: Examples from Karnataka and AP 


19. In each of the four states, review committees have been set up to consider the 
structure and implementation of user fees in hospitals. These review committees will be ~ 
actively considering new proposals for both enhancing charges as well as widening the 
range of services for which fees will be charged as improvements in the services provided 
by the hospitals take place over the next few years. Here, indicative examples are -. 
developed of the potential revenue that would be generated through the implementation 
of the types of user charges now being discussed and implemented.: Sets of alternative 
assumptions are used. The examples are based on information from Karnataka and AP. 


Karnataka 


20. Paying beds and wards. Currently, the total bed Strength is 14,858 at secondary 
hospitals. Of these there are around 400 paying beds in the district hospitals and 200 in the 
tertiary, teaching, hospitals. The project will add 5,832 additional beds. Another 1.400 
beds will be added through a planned KfW Project. Of the additionai beds it is proposed 
that 20 percent will be paying beds. In secondary level institutions, the total number of 
paying beds will increase fron around 400 to almost 1,450. As wee described above 
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a si in ry charges depending on the number of beds per room. Currently, the 

Wee ge : ni bs : 6 per day. It is intended to increase the charges considerably. 

uming that charges for 2 and 1 bedded rooms average Rs. 50 per day and for 4 and 6 
bedded rooms, Rs. 20 per day, that one qua 


rter of the beds fall under the first cate 
‘ gory 
and two thirds under the latter and that Occupsncy rates remain at around the current level 


a: 
~~. 


of 85 percent, the increase in revenue would b 


Table 1: Project Revenue from Paying Beds and Wards 


Current: 


x | 310days_ x | Rs. 6 = Rs. 0.7m 
Future: | 362bed x | 310 days_—x —=«|—=&Rs. SO= Rs. 5.6m 


1088 beds Xx 310 days x Rs. 20= Rs. 6.7m. 


en eT one 


pee eos ee lntrensan ep a 


. 


Ze, Charges for Diagnostic Services and Surgery. A proposal is currently being 
considered by the Government to charge a registration fee (Rs. 5) for each in-service case. 
The most recent estimate, for 1992, 1s of 900,000 cases a year. The fee (if applied with no 
exemptions) would raise Rs. 4.5 million. The charges being discussed for diagnostic 
services and surgery in Karnataka tend to vary according to whether the patient is in a 
special ward or the general ward. It is proposed that one set of charges would apply to all 
those in paying beds while those in general wards (but with an income of over Rs. t1,850 
a year) would pay half that rate. Obviously, in setting charges for patients in special wards, 
care will need to be taken to ensure that the combined higher quality of room and services 
can justify the additional charge. Otherwise, patients will either opt for the general wards 
or for private sector treatment and the paying beds will be underutilized. Currently, while 
there is a schedule of charges, last revised in 1988, few are collected owing to the lack of 
institutional incentive previously described. The charges in Karnataka, similar to those 
being proposed in West Bengal, suggest a level of Rs. 45 for minor surgery and Rs. 100 
for major surgery. Charges for some forms of diagnosis are higher but apart from scans 
etc. few are above Rs. 300. 


2d: Those inpatients below the defined poverty line and therefore to be exempted from 
charges are estimated at 30 percent of the total number on inpatient cases -- 270,000 
patient cases. Of the remaining 600,000 or so cases, six percent or 36,000 will be in 
paying beds. The remaining 564,000 would be in generai wards. Assuming that one- 
quarter of patients require major surgery and the rest require minor surgery, the annual 
revenue from the charges would be: 


185 
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Table 2: Projected Revenue from Major and Minor Surgery 


er eee Oe — 


Patients | Major Surger Minor Surger ; ovens 
fi paybe Rs 100+ | 27,000 x Rs. 45= 

36,000 in paybeds | 9,000 x Rs. : 
564,000 in general 141,000 x Rs. 50+ 423.000 x Rs. 23= | Rs. 17.0 m. wards | 17.0 m. wards 


a NT ee 


23 Overall, increased revenues from inpatients might be around Rs. 11.6 million for 
bed charges, Rs. 4.5 million for registration fees and Rs. 18.3 million for diagnostic 
services and surgery: a total of Rs. 34.5 million. 


24. Outpatient charges. A recommendation to charge a registration fee (covering a 
year or until the registration card is filled up) of Rs. 2 for outpatients without exemptions 
is being considered by Government. In 1992, roughly 10 million cases were registered. 
Revenue would be about Rs. 20 million. 


2S. Other charges. Forty percent of departmental revenues are Currently generated 
through charges for health certificates. The charge is Rs. 5. A proposal to double the 


charge is being considered. This would increase revenues from this source from Rs. 41 
million to Rs. 82 million a year. . 


26. Potential revenue from user charges in Karnataka. The measures described 
above could generate atound Rs. 136 million. This would be equivalent to about 9 
percent of the Rs. 1,560 million annual recurrent expenditures for secondary health 
services by the year 2002 or over 29 percent of all non-salary recurrent expenditures. This 
amount of additional resources could have a significant effect on the: levels of service 
quality provided by secondary health care institutions. Revenues-generated from these 
would provide only one quarter of all revenues and arc much less than revenues arising ~ 
from increased charges for certificates, etc. The charges of Rs. 45 and Rs. 100 for minor 
and major surgery respectively might be compared to the average private expenditures of 
an episode of hospitalization in a rural private hospital in 1986/87 of Rs. 733 (NSSO)« .. 
There remains considerable Opportunity to review and enhance charges for minor and 


major surgery, while making sure that appropriate mechanisms for protecting the poor are 
in place. . 


oi, These calculations are main! 
user charges are at the low end of the potential 
tor treatment. They indicate the potential whic 
for health services through a few relatively’ si 
implement the existing pa 
effects of the revenues on 


y illustrative. However, the estimated revenues from 
range, as they include only existing charges 
h exists to augment supplemental resources 


mple measures. The immediate pnonty is to 
tterns of charges more effectively 


health services. 


and to monitor the use and 
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Andhra Pradesh 


28. . Paying beds and wards. The plan is to allocate 20% of all beds at district and area 
hospitals as paying wards. Currently, total bed strength is about 9.650 at secondary level 
hospitals. This is to be increased to 14, 000 beds by the year 2002. Three types of paying 
beds will be offered at district and area hospitals. Category A comprises single and 
with attached toilet; Category B shared rooms with or without attached toilets; and 
Category C comprises cubicles in general wards which provide some privacy to patients. 
Projected revenues calculated below are based on the assumption that 35 percent of 
paying beds are classified as Category A, 45 percent as Category B, and 20 percent as 
Category C. Patients opting for paying wards would have to pay bed charges; those 


opting for A and B categories would also have to pay for treatment costs for surgery and 
diagnostics. 


~29.°°) Revenue collections from bed charges in paying wards under alternative 
assumptions of bed occupancy rates are presented in ‘Table 3. ‘The annual collection 
assuming 70% occupancy is expected to be about Rs. 17.2 million; assuming 80% 
occupancy, it is expected to be about Rs. 19.6 million. 


Table 3: Annual Collections from Paying Beds 


Bed Charge Number of 70% 80% occupancy 
(Rupees/day) beds occupancy (Rs. (Rs. mill.) 


SO 


Category C 5 420 
Revenue 


30. Table 4 presents projected revenues generated by surgery for patients in paying 
wards. The total revenue generated by surgery charges, under the above assumptions, = 
expected to be Rs. 11.8 million for 70% occupancy and Rs. 13.4 million for 80% 
occupancy. Surgery charges have been assumed to be Rs. 700 for major surgeries and Rs. 
200 for minor surgeries (data provided by APVVP) and are inclusive of expenditures on 
suturing material, anesthetics drugs and OT charges and routine pathology tests. oe 
disposables, X-rays and ultrasonography tests are not included in this package and are 
expected to be charged separately 
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Table 4: Projected Revenues from Surgical Procedures 


(Paying Ward Patients Only) 


Surgeries (Rs. m surgeries Rs. m 
Category 70% 18.780 4,695 3.29 9390 
va 80% | 21,460 5,365 76, khong 21 

: 35 12,070 2.4] 
Category 70% 24,145 6,035 4.22 ea 

80% 27,590 6,897 4 83 13,795 2.76 

Total 70% 42,925 10,730 7.5] 21,460 
80% 49,050 12,262 8.59 24,525 4.86 


Ne a number of inpatients has been calculated using a 70% or 80% of bed occupancy rate to get total’ 
number of bed-days in a year and dividing by an unexpected average length of stay of 10 days (which is 
the current average). ; 

2. The number of major and minor surgerics has been calculated by assuming that 25% and 50% 
respectively of inpatients will undergo cach type of surgery. Data provided by APVVP for recent ycars 
show that currently about 15% and 30% of inpatients undergo major and minor surgcrics respectively. It 
can be safely assumed that the proportion of such patients will be higher in paying wards. 


31. Additional revenue will be generated by charging for X-rays, ultra-sonography, 
and consumables. Since data are not available on the per patient use of these services and 
consumables, a rough estimate of prospective revenues can be made by assuming a flat 
rate of Rs. 200 per inpatient. A sum of Rs. 8.59 million for 70% occupancy and Rs. 9.8] 
million for 80% occupancy can be generated in this manner. 

| 


Table 5: Revenue Collection from Paying Beds 
(Rs. million) 


Surgical Drugs and Total i 
Bed Charges rocedures consumables 
Wi Gece —t — $f} a eg 
Sn, = 


dz. Table 5 summarizes the recoveries from 
indicate that between Rs. 35-43 million can be 
The gross revenue collections are discounted fo itl 
to provide higher quality service in these w 


additional attendants and extra amenities such as electricity and water). Assuming that 


extra costs for providing these services are 20% of gross collections, net revenues 
3.4 million. 

33 Oulpatient charges. The number of new outpatient visits is currently about 10 
million. Improvements in quality which are envis 


aged in the project and the normal 


ry 
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growth in population would probably result in 


new outpatients. Data on the number of Outpatients by gender, age, and type of case are 
not available, However, an estimate of the gross revenues can be made under different 
assumptions. Assuming an outpatient charge of Rs. 2 and that 30% of outpatients fall in 
the non-exempted categories, the SrOss revenues collection is Rs. 7.5 million. On the 


other hand, if only 50% of the outpatients are exempted, Rs. 12.5 million can be collected 
annually. 


an annual turnover of about 12.5 million 


34. Additional services. APVVP Proposes to set up special outpatient clinics and 


offer diagnostic services for the private sector. The market for the latter is estimated to be 
large. The decision to offer these services would have to follow a more precise estimate 


of demand. Preliminary estimates indicate that about as much as Rs. 10 million can be 
raised through the sale of these services. 


S be Potential revenue from hospital charges in AP. The few simple measures outlined 
above can raise revenues to the order to Rs. 65 million, representing about 24% of the 
annual non-salary recurrent costs when the present phase of upgradation is completed. 
The assumption used in the above calculations are fairly cautious. Different pricing rules, 
for instance a larger differential between Category A and Category B charges, can lead to 
the generation of additional revenues and also create possibilities for a greater degree of 
cross-subsidization. The simple simulations indicate the possible levels of revenue 
collections. A details analysis would involve the effects of prices on efficiency, equity and 
revenue generation and their effects on the optimal level of user charges. 


